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By the recent death of Sir Arthur Macan our hospital has sustained 
a severe loss. He was a past Master of the Rotunda Hospital, and 
occupied a position on our consulting staff. 

His Mastership was marked by active advance in gynecological 
and obstetric technique. Through his teaching the importance of 
abdominal palpation and the dangers of vaginal examinations 
received general recognition throughout the United Kingdom. In 
perfection of antiseptic methods he was far ahead of the then 
accepted views, and the success of his practice exercised a powerful 
influence on the teaching of midwifery between the years 1882 and 
1889. It is certain too that general surgery received a great impulse 
from his practical teaching. 

The hospital during Sir Arthur's Mastership was wretchedly 
equipped, and no one had a keener appreciation of this than he, and 
it is no secret that he held the gloomiest views as to its future. His 
forebedings were only saved from fulfilment by the enterprise and 
untiring energy of his successor, Sir William Smyly, who in 
reorganising the nursing staff, building labour wards, lavatories, 
bathrooms, operating theatres, and adding the splendid gynecolo- 
gical wing, has earned for himself the unfailing gratitude of those 
who have succeeded to his heritage. 

In the year with which our Report deals, 2,882 patients were 
admitted to the hospital; of these 2,393 entered the maternity 
hospital, either in labour or suffering from complications of preg- 
nancy, and 2,060 were delivered. — 

Not since the year 1834 has this number been equalled. At that 
time there was neither a gynecological nor an extern maternity 
department. The latter now is responsible for over 2,000 deliveries 


* Abstract from the official reports. 


21 


| 

Vou. XV. | No. 5. 

| 
| 


292 Journal of Obstetrics and Gynecology 


per annum, so that we may proudly claim the past year as the one 
in which the hospital has achieved its greatest period of activity. 

The morbidity shows a further improvement, 5°30. per cent. “ 
compared with 6:41 per cent. by the B. M. A. standard—ie., 
temperature reaching 100° Fahr. on any two occasions between the 
second and eighth day of bi-daily taking, the mouth temperature to 
be recorded, abortion cases to be excluded, and deaths to be included 
in the morbidity list, regardless of temperature. By our own 
estimate it is 3°64 per cent., as compared with 3°99 per cent. last 
year. 

Our method of estimating the morbidity is as follows :—A patient 
is considered morbid if her temperature and pulse, taken twice daily, 
rise above 99°F. and 90 respectively on three consecutive occasions, 
counting from the beginning of the second day to the time of her 
discharge, which in normal cases is noon of the eighth day. Abortion 
cases are included, but deaths without fever are excluded. If 
patient’s temperature and pulse are above the lines indicated she is 
not permitted to leave the hospital until they fall to normal for three 
consecutive takings, and should a patient be kept in hospital, after 
the eighth day, and then show any morbidity, our statistics will 
show it. Temperatures are always taken in the mouth. 

Five patients remained over thirty days in the house. Two had 
pheumonia, one had white leg, one had continued temperature 
following version for placenta previa, and one was the case of 
pyemia that died. 

Of our 7 deaths, the one due to Cxsarean section requires very 
particular mention. It is the only death we have to record in our 
series of 10 cases. The woman was apparently in perfect health, 
and was operated on at full term before the onset of labour. The 
uterus, on being opened, displayed an almost bloodless condition, 
and the placenta was so firmly adherent that its removal was 
accomplished with the greatest difficulty. 

During this manipulation the atonic uterus lay flabby and thin- 
walled without showing the slightest indication of retracting and 
thickening. Hemorrhage was very slight, and we proceeded to 
stitch the uterus without the least foreboding of disaster. Suddenly 
the anesthetist announced that respiration had ceased, and the 
operation had at once to be interrupted whilst successful means were 
adopted to revive the patient. The pulse, however, remained quite 
imperceptible, and was never felt again, though death did not take 
place until three hours after the completion of the operation. 

It may be remembered that in 1905-6 I commented on three 
labour deaths due, in my opinion, to obstetrical shock apart from 
hemorrhage. In these cases the uterus was found flabby and 
dilated. This condition is frequently the accompaniment of adherent 
placenta, and the dilated condition of the uterus precedes rather than 
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follows the general shock. We consider this case one of the same 
class. 

The two cases of ruptured uterus are typical examples of quiet 
rupture. In both the rent was extensive, involving the lower uterine 
segment and vaginal vault. The infants, both dead, were delivered 
through the vagina—one by forceps and one by manual extraction. 

Our treatment in each case consisted in plugging the rents with 
iodoform gauze. Recovery was uneventful in both, and we think 
this good result largely attributable to the method of plugging. As 
some confusion appears to exist in regard to the rationale of 
plugging, we think it important to explain our technique. 

We plug with a threefold object—(1) To prevent intestines 
prolapsing into the vagina. (2) To drain away blood already in the 
abdomen. (3) To arrest further bleeding. Obviously this result 
cannot be attained if a strip of gauze is pushed through the rent by 
one ignorant of the result desired. Thus, in such a case we have 
known a man to push gauze into the abdomen where it was recovered 
at autopsy lying near the spleen. To fulfil the conditions mentioned 
it will be seen that a mere strip will be of no avail. A large piece 
of gauze should be loosely bunched in the hand as a housemaid holds 
a duster, and introduced en masse, so that it firmly fills the rent and 
exercises pressure on its lips, but does not penetrate into the abdomen 
to any considerable extent. Within twenty-four hours the edges of 
the rupture contract and compress the gauze plug. After this, day 
by day, the plug should be loosened gradually, drawing out a little 
at a time to permit further retraction of the tear until the last of the 
gauze may be removed on the fourth or fifth day. 

The case of A. C. shows the uncertainty of high forceps and the’ 
difficulties that may arise in applying them before the fixation of the 
head by its largest diameter. The patient fell into labour in the 
country, Nov. 8, 1907. Several hours later delivery by forceps was 
attempted although the head was not fixed. After prolonged and 
vigorous but ineffectual efforts to deliver, during which the perineum 
was torn into the rectum, the patient was brought to the Rotunda in 
a cab, a distance of over twenty miles. She was placed on the couch, 
and delivered herself, unaided, of a 7? lb. living child, with a 
depressed fracture of the right parietal bone, due to the forceps 
blade. This was raised in the following manner :—The pointed end 
of one blade of a bullet forceps was sunk through the bone about the 
centre of the depression. The handle was then raised to the perpen- 
dicular and the bone lifted by direct traction. 

K. S. was sent to us with a diagnosis of incarceration of a 
retroverted gravid uterus. This diagnosis was confirmed by us and 
by one of our consultants who kindly saw the case. The tumour was 
partially pushed out of the pelvis by repeated daily efforts, but this 
did not relieve the retention of urine. The fifth day after admission 
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the patient developed a febrile temperature which remained above 
normal for five days, reaching 101°8°F. on one occasion. On the 
third day of fever abortion was induced by inserting two bougies. 
Under the existing circumstances this was deemed safer than ceelio- 
tomy. A three and a half months’ foetus came away spontaneously, 
but the placenta had to be removed with the finger and flushing 
curette. During the removal of the placenta it was found that the 
cavity of the uterus ran upward and forward, and that the tumour 
filling the pelvis was a large soft fibroid intimately associated with 
the posterior wall of the uterus. She was kept in the house until 
involution was complete. During this time she occasionally exhibited 
an intermittent temperature without apparent uterine cause. Four 
weeks after emptying the uterus supravaginal hysterectomy was 
performed. There were several myomata in the uterus, the large 
one on the posterior wall being markedly softened and degenerated. 
Convalescence was rapid and uninterrupted. 

A. K. well illustrates the immediate benefit ensuing on the 
induction of premature labour for pernicious vomiting. This is the 
first case we have had where induction of labour was necessary, all 
others having recovered under the recognised treatment of gastric 
lavage, purgation, and absolute starvation, prohibiting even fluids, 
including water by mouth, giving by the bowel what fluid is 
necessary. This patient seemed in such a serious condition that 
labour was induced twenty-four hours after admission. The cervix 
was dilated with Frommer’s dilator and version performed. Labour 
started in thirty-six hours, and lasted four hours. The fetus 
weighed 6}1bs., and when turned was found to be macerated. 
Vomiting ceased as soon as version was done, and it seems more than 
likely that this was to be attributed to the loss of liquor amnii. In 
assigning this case to its proper class it may be mentioned that the 
patient was highly neurasthenic. Vomiting followed excitement 
caused by a lecture from a fault-finding sister-in-law. 

In the case of B. N. we applied forceps because of acute symptoms 
due to heart disease. The woman was admitted with failure of 
compensation, extreme dyspnea, cyanosis, and beginning edema of 
the lungs. Pulse, 150; respirations, 52. She was treated sympto- 
matically with oxygen, morphine, whiskey, atropine, strychnine and 
digitalin. Nevertheless, the symptoms persisted. Thirty-six hours 
after admission, labour having started and the os being three quarters 
dilated, a living child was easily extracted with forceps. The cervix 
apparently did not tear, but examination immediately after delivery 
showed extensive bilateral tears, which were repaired with catgut 
and united by first intention. Urgent symptoms abated soon after 
delivery, and the patient went out on the eleventh day of the 
puerperium symptomatically cured. 

We induced labour for contracted pelvis in A. MacE. We hold 
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that this is an operation seldom justified in a well equipped hospital. 
At present our only indication is in the event of receiving a patient 
up from the country many weeks before full term. Some of these 
women have never been in a train before, and have been able to get 
barely enough money for a single ticket to Dublin. Having made 
a supreme effort to collect sufficient money and nerve to trust them- 
selves in a railway train and reach a city known to them only by 
tradition, we feel it inhuman to send them back undelivered to their 
homes in the wilds of Galway or Mayo. On the other hand we 
cannot afford to keep them in hospital for an indefinite number of 
weeks. 

Our treatment of eclampsia has undergone no change, and of 12 
cases treated one died. 

It is interesting to note the increased number of cases of 
eclampsia that have been treated in hospital in recent years. From 
1904 to date we have treated 52 cases; to this may be added 2 private 
cases; 6 died, a mortality of 11°11 per cent. From 1896—1903, 
inclusive, 26 cases were treated, with 5 deaths, a mortality of 19°23 
per cent. From 1889—1895 inclusive, 35 cases were treated, with 
11 deaths, a mortality of 31°43 per cent. 

Up to this year we have counted as eclampsia every death in 
which fits occurred. This year we have excluded one case obviously 
uremia. 

Our number of contracted pelves, as usual, appears comparatively 
small, and this has given rise to the impression that the condition 
is very rare in Ireland; but it must be remembered that we do not 
record as a contracted pelvis any case based on an uncertain diag- 
nosis; in other words, unless careful measurement with Skutsch’s 
pelvimeter shows a true conjugate not more than 9cm. We do not 
believe that there is any practicable method which provides certainty 
in these measurements. It is a troublesome operation, necessitating 
a great deal of vaginal manipulation, and nearly always a general 
anesthetic; therefore we do not feel justified in taking measurements 
unless we have reason to believe that the head will not fix in the brim 
spontaneously. Such a case is rarely met with in a pelvis over 9 cm. 

We would protest particularly against the assumption of accuracy 
in estimating the true conjugate from the diagonal conjugate. To 
the many known liabilities to error must be added one which we hold 
is the most important, though it has not been mentioned before— 
namely, the stretching of the skin (or glove) that takes place when 
the fingers are pushed up forcibly towards the promontory. The 
indentation beneath the pubes is made on stretched out skin (or 
glove), which at once retracts to its former position when the fingers 
are withdrawn. From direct observation we have shown that the 
error caused by this can be well over a quarter of an inch. 

Some surprise has been expressed that we do not estimate post- 
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partum hemorrhage by the amount of blood lost. We do not do so 
for the reason that, in our opinion, it is impossible to draw useful 
conclusions from such data. It is obvious that the loss of a pint of 
blood will have an altogether different importance in the case of a 
pale and delicate woman of 6 or 7 stone weight than in that of a 
plethoric woman of double the weight. In our 1905-06 Report we 
alluded to three deaths from what we called labour shock. In none 
of these was there anything like a pint of blood lost, and yet, in 
criticism of our diagnosis, we have been told that these women died 
of post-partum hemorrhage. Our diagnosis of post-partum hemor- 
rhage is based on the extent of constitutional symptoms resulting 
from free bleeding. 

Of 749 primipare delivered, 330 required perineal repair. Fail- 
ures to unite primarily amounted to slightly under 5 per cent. In 
every case in which union did not take place, secondary repair on 
the tenth day proved successful. Our primary repair is carried out 
as follows :— 

A fully curved needle, 2} inches from eye to point, is threaded 
with silk-worm gut and held in a long needle holder. The patient 
lies on her left side, her hips well out to the edge of the couch, the 
right leg flexed with the right foot on the left knee and the right 
thigh abducted. The operator’s left hand is passed over the woman’s 
abdomen and between her legs. The thumb and middle finger are 
used to separate the edges of the tear, enabling the operator to see 
clearly the extent of the laceration; but we do not rely on sight 
alone, the index finger is used to determine the extent of the injury 
to one or both levator muscles, and is then inserted at the apex of the 
tear beneath the vaginal mucous membrane. The stitch nearest the 
anus is inserted first. Inserted on the skin surface it is passed along 
the under side of the tear (taking a deep bite of the tissues), then 
deep to the vaginal mucous membrane, and beneath the index finger 
in the apex of the tear; then along the upper side of the tear, again 
taking a deep bite of the tissues, to the skin surface opposite the 
starting point; the stitch is buried from start to finish. The subse- 
quent stitches are similarly placed, but may emerge on to the vaginal 
mucous membrane. When the torn muscles are brought together 


and united in the median raphe they functionate as perfectly as if 
they had never been torn. 


MatTerRNAL Morvatirty. 


1. Caesarean Section.—A. F., aged thirty-six years, quartipara, 1 
abortion, 1 premature, 1 forceps; admitted Dec. 22, operated Dec. 
23, 1907. Operated upon before the onset of labour. Placenta 
firmly adherent, and removed with difficulty. Uterus did not retract 
and thicken, and during operation patient collapsed. Revived by 
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artificial respiration and stimulation. Operation finished. Died 
three hours later. 

2. Pyemia.—A.O0’B., aged twenty-five years, primipara ; admitted 
Jan. 26, 1908, delivered Jan. 26, 1908. Vaginal discharge with 
scalding of vulva and groins. One vaginal examination. Tempera- 
ture irregular, intermittent and remittent from Ist day. Four intra- 
uterine douches, 3rd, 5th, 15th, and 16th evenings, antistreptococcic 
serum (polyvalent), 10 cc. on 5th, 24th, 25th, and 26th days. Credé’s 
ointment on 7th day. Blood cultures showed streptococci on the 
23rd day. Leucocytes 40,000. Smears from lochia showed staphy- 
lococci, streptococci and bacilli on the 3rd day. Abscess on right 
side of vaginal fornix opened and drained on 27th day. Patient 
died on 45th day. 

3. Eclampsia.—S. A. H., aged thirty-two years, primipara, ad- 
mitted Jan. 29, 1908, delivered Jan. 31, 1908. History of six or seven 
fits before admission. Had seven fits between admission at 6-25 p.m. 
and 7-30a.m. of Jan. 30. Bled 120z., and tranfused 1} pints at 
10 a.m. Jan. 30. Became conscious in afternoon, and took water freely 
by mouth. Improvement continued during next day, when labour 
started, and she delivered herself at 10.30 p.m., Jan. 31. For some 
hours previous to delivery patient began to show signs of circulatory 
and respiratory failure, which continued after delivery, becoming 
progressively worse in spite of free stimulation. Patient died 4 a.m. 
Feb. 1, 1908, 443 hours after the last convulsion. Treatment con- 
sisted in washing out the stomach and bowel, morphia, purgation, 
bleeding, transfusion and stimulation. Bowels moved freely several 
times after purgation. Patient had been married eight years, and 
was never pregnant until a posterior division of the cervix was 
performed. 

4. Puerperal Insanity.—W. C., aged thirty-two years, primipara, 
admitted Feb. 8, delivered Feb. 9. Normal delivery. Developed 
puerperal insanity on 5th day, and was violent for about a week. 
Developed cedema and marked albuminuria on 18th day. Physical 
examination revealed aortic stenosis and mitral regurgitation. Died 
on 26th day. 

5. Uremia—Chronic Heart and Kidney Disease-—C. C., aged 
forty years, terdecipara. (idema of legs and marked dyspnea. Large 
amount of albumen in urine. Loud systolic murmur at apex. 
Patient had three fits on the 4th, 7th and 8th of June respectively. 
On 5th June attempts were made to induce labour by inserting 
bougies after a hot vaginal douche. Repeated three times, and 
finally removed June 8th. Labour started twelve hours later, and a 
six and a half months—3 lb. dead child—naturally delivered. 
Condition improved for some days, but on the 18th June, nine days 


after delivery, patient developed extreme dyspnea and died in two 
hours. 
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6. General Peritonitis—M.C., aged thirty-one years, primipara ; 
admitted, June 14th, delivered June 15th, 1908. Child premature 
six and a half months. Normal delivery. One vaginal examination 
before admission. Placenta incomplete. For sixteen days her tem- 
perature varied between normal and 101°F., usually about 100°F. 
Intra-uterine douches on 4th, 8th, 11th, and 15th days. Smears 
from lochia showed diplococci and staphylococci. Acute general 
peritonitis suddenly developed on the 16th evening, and was fatal 
within a few hours. 

7. General Peritonitis—K. McH., aged thirty-three years, terti- 
para; admitted August 7th. Incomplete abortion, fetid, completed 
with curette. Second and third evening intra-uterine douche. 
Temperature between 102°4° and 103°F. Third evening vaginal 
examination revealed hard mass in left fornix. At 7 a.m. next 
morning developed sudden pain and signs and symptoms of general 
peritonitis. Posterior colpotomy and drainage; but patient died at 
3 p.m. some day. No post mortem. 


OrHEeR Cases MENTIONED ABOVE. 


Ruptured Uterus.—K. T., aged twenty-eight years, tertipara, 
Previous labours normal. Admitted April 15th in normal labour, 
vertex presentation to palpation and vaginal examination 6 a.m.— 
pulse and temperature normal; pains regular and strong; head 
visible at vulva, but not advancing. Manual pressure during pains 
had been tried; then tight binder applied and patient allowed up. 
No pains. Put to bed. Contour of abdomen markedly changed, and 
foetal parts felt immediately under abdominal walls. Pulse rose to 
120, but patient never showed any signs of shock. Child and 
placenta manually through vagina delivered from abdominal cavity. 
Rent involved vaginal vault and lower uterine segment; packed with 
gauze, which was gradually removed, the last being taken out on the 
fifth day. Uninterrupted recovery. Child dead. Caput for first 
vertex. 

Ruptured Uterus.—E.F., aged thirty-seven years, decipara, 5 
normal labours, 1 difficult breech, 3 abortions. Uterus ruptured ten 
hours before admission, after three hours of normal labour. Patient 
markedly collapsed on admission. Vaginal examination revealed an 
occipito-posterior presentation. Forceps applied and head delivered. 
Impacted shoulders freed by bringing down the arms. Placenta 
removed from among intestines. Large rent in anterior and lateral 
fornices involving vaginal vault and lower uterine segment. Packed 
with iodoform gauze. Extreme collapse requiring vigorous stimula- 
tion. Last of gauze removed on fourth day. Uninterrupted 
recovery. 

Forceps.—A.C., aged twenty-seven years, primipara; admitted 
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Nov. 9, 1907, delivered Nov. 9, 1907. Driven in a cab twenty miles 
to Rotunda after forceps had been unsuccessfully applied. Admitted 
with complete tear. Delivered herself easily one and a half hours 
after admission. Baby had a depressed fracture of right parietal bone 
due to forceps. This was raised with one blade of bullet forceps. 
Baby lived twenty-four hours. Primary perineal repair failed, but 
secondary operation successful. 


Myoma and Pregnancy. K.S., aged thirty-eight years, primipara, 
admitted July 15, 1907, with diagnosis of incarceration of retro- 
verted gravid uterus. Retention of urine; large cystic mass in 
posterior fornix; cervix up behind symphysis. Attempts to shove 
tumour out of pelvis were partially successful, but retention of urine 
persisted. Developed fever four days after admission. Three days 
later abortion induced by dilatation with Frommer’s dilator and 
insertion of two bougies. Twenty-four hours later fetus came away, 
but not the placenta, which was removed manually. It was then 
found that the uterine cavity ran upwards and forwards towards the 
umbilicus, and was very much stretched out. The pelvis was filled 
with soft tumour, continuous with posterior uterine wall and 
encroaching on the cavity of the uterus. There were two other 
fibroids on the posterior wall near the fundus. On two occasions 
fever of an irregular type occurred. No demonstrable cause for 
fever found in uterus, but patient had a mild attack of cystitis. 


Supravaginal hysterectomy four weeks after delivery. Uninterrupted 
recovery. 


Pernicious Vomiting —A.R., aged forty-two years, duodecipara, 
six and a half months pregnant, admitted Sept. 28, delivered Sept. 30. 


Admitted with history of two days vomiting following a fright, 


Pulse 140, temperature 99°F. Incessant vomiting in spite of treat- 
ment outlined above. Pulse remained above 129. Patient looked 
extremely ill. The day after admission labour was induced by 
dilatation of the cervix with Frommer’s dilator, followed by bipolar 
version. Child macerated. Vomiting ceased, and patient began to 
improve immediately, although delivery did not take place until 
thirty-six hours later. Uninterrupted recovery. 


Chronic Endocarditis. Failure of Compensation—B. N., aged 
twenty-eight years, primipara. Admitted with dyspnea, cyanosis, 
rapid irregular pulse and fine, moist rales at both bases. Received 
symptomatic treatment— whiskey, strychnine, atropine, digitalin, 
morphin, oxygen and purgative. Patient fell in labour, and 
symptoms became more pronounced. Forceps applied when the os 
was three-quarters open and child easily extracted. Cervix and 
perineum both torn. Primary repair with good union. Baby‘alive. 
Compensation was restored, and patient went out apparently in 
health June 4, 1908. hoe 
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GYNACOLOGICAL REPORT. 


During the past year 489 patients were admitted to the Gyneco- 
logical Wing of the hospital; about the same number as in the 
previous year. The vast majority of these were admitted for 
operation, as those patients on whom palliative measures can be 
adopted are treated in the Out-patient Department. The lack of 
accommodation is a serious difficulty, and precludes us from admit- 
ting a great number of deserving patients. As in our former Report, 
we describe operations under the different heads, and many of these 
which occur in separate tables* are operations performed on the same 
woman. There has been a gratifying increase in the number of 
major operations performed, and there is every indication of still 
greater activity. This increase cannot be viewed without a certain 
degree of anxiety, on account of the extra expense involved. Our 
present Gynecological Wing is worked on uniquely economical 
principles, and with the aid of only. two fully qualified nurses for 
day work. The sister is not only required to help at all operations, 
to assist at all dressings, and to look after the welfare of the patients, 
but is absolutely responsible for the sterilisation of all operating 
material, and for the management of the theatre, where 119 abdominal 
sections took place. It can easily be understood that work is carried 
out by this small staff at high pressure. 

Six patients died. In one of these no operation was performed. 
Of the other five, A. G. was admitted to the hospital in a very 
enfeebled condition. Tubercular jeritonitis was diagnosed; the 
abdomen was opened. The patient seemed relieved for a few hours, 
but death ensued the following day; this, we need hardly say, had 
no connection whatever with the operation. Our only fatality after 
Wertheim’s operation was due to the breaking away of a severed 
ureter from its attachment to the bladder. A case to which parti- 
cular attention should be drawn is one in which cancer was found 
in the pedicle of an ovarian cyst, which had been operated on six 
months previously; the special interest in the case lies in the fact 
that the tumour, which was removed in the former operation, when 
examined was found to be a simple papillary cyst. The fifth fatal 
case was one in which a very adherent retro-peritoneal lipo-sarcoma 
had been removed two and a half years previously. When the 
abdomen was opened the second time, several large tumours were in 
evidence, extending as far as the under surface of the liver, and 
involving that organ; it was found impossible to remove the entire 
tumour, (at the autopsy the liver had to be extirpated before the entire 
mass could beremoved). The portion, which was left, after the autopsy, 
subsequently sloughed, and death ensued from sepsis ten days later. 


* The tables have been omitted from the report given here. 
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The last fatal case was of a patient who was admitted in a dying 
state, and in great distress from an abdomen distended with ascitic 
fluid, the result of alcoholic cirrhosis. Paracentesis had frequently 
been performed, and this at shorter and shorter intervals. The 
abdomen was at last opened in the hope that the fixing of the 
omentum to the under surface of the liver and parietal peritoneum 
might to some extent alleviate symptoms. 

The increase in the number of operations for cancer of the uterus. 
calls for some comment. Our view totally differs from that usually 
expressed. We hold that the operation is not contraindicated in 
many cases, though they offer no prospect of a permanent cure. The 
prospect of a permanent cure in any case of cancer of the uterus must 
remain for a long time a matter of great uncertainty. The operator 
who can number many non-recurrences after an interval of four or 
five years must be considered strangely fortunate in obtaining early 
cases. On the other hand, experience has impressed us with the 
great relief obtained by operation in cases absolutely hopeless in 
respect to non-recurrence. We do not suggest to either the patient 
or her friends that we can hold out the least prospect of a non- 
recurrence of the disease. Our desire is rather to relieve distressing 
symptoms, to cause freedom, and, perhaps, permanent relief from 
fetid and ill-smelling discharges. It is a well-known fact that 
cancers not exposed to septic influences are seldom painful, and a 
patient may die with freedom from pain from the most extensive 
cancers of the liver or other internal organ. For this reason we 
would not hesitate to remove a painful or necrotic area, even though 
secondary deposits were known to be present in the liver. It has. 
been urged against this view that discredit has been thrown on 
operative work when relief is not permanent and cancer soon recurs. 
For our own part we can only say that we have not observed this, 
but, on the contrary, have found unfailing gratitude on the part of 
the patient for renewed hope and relief given; and the same holds 
good in respect to the friends. Would any surgeon hesitate to 
amputate a leg for sarcoma, even though recurrence be bound to 
follow? and why, therefore, should the rule that holds good in 
general surgery not also be the same for the gynecologist? As to 
the steps of the operation, we endeavour to follow Wertheim in every 
case, though, obviously, modifications are frequently necessary. We 
remove enlarged glands, but do not prolong the operation unneces- 

sarily in the search for them. The main object is to remove as much 
vagina and parametrium as possible. 

Three cases may be quoted as illustrating in a most marked 
manner the ever present difficulties in diagnosis which beset the 
abdominal surgeon. In the case of B. C. the abdomen was opened 
for the removal of a myoma, and all present were startled to discover 
that the uterus closely resembled that of pregnancy. Not without 
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the greatest hesitation was it decided to make a small exploratory 
incision, and thus deside the matter. An interstitial myoma, fortu- 
nately, came into view. Had the case turned out to be a pregnancy, 
the wound could hardly, with safety, have been closed without first 
emptying the uterus. In the case of M. D. an interstitial myoma 
was diagnosed by bimanual examination, though doubt existed as to 
whether the case was one of pregnancy, and this doubt received 
expression in the written diagnosis; through a most lamentable 
oversight the suspicion of pregnancy was forgotten, and laparotomy 
was performed, to find once again a uterus presenting all the char- 
acters of pregnancy. The abdomen was closed without further 
manipulations. The woman made an uninterrupted recovery, and 
departed without aborting. Shortly after this, M. M. was admitted 
to the hospital, and interstitial myoma was diagnosed. Here again, 
when the abdomen was opened, the uterus presented so much the 
appearance of pregnancy that it was decided not to continue the 
operation. At the expiration of a month it became obvious that the 
case was not one of pregnancy, and a fibroid uterus was successfully 
removed per vaginam. These three similar and puzzling cases all 
occurred within the space of four weeks, and are the first and only 
cases in which we have experienced this difficulty in diagnosis. 

Operations for the cure of backward displacements of the uterus 
were performed sixty times. Of these Kelly’s operation of ventro- 
suspension was the method adopted on forty occasions; ten of these 
patients were sterile, and it was interesting to note, especially in 
these cases, the fact that the tubes were occluded; this alone seems 
to be a great point in favour of the operation, for this fact can 
certainly not be diagnosed by even the most experienced gynecologist. 
Vaginal fixation was performed fifteen times, and Alexander-Adam’s 
operation five—the former usually in patients who had symptoms of 
retroversion, and who required other plastic vaginal work; the latter, 
for what we considered to be a simple retroverted uterus. 

The technique is still the same as that which we described in our 
former reports, and it continues to be satisfactory. 


Notes on Some oF THE 


PERINEUM AND VAGINA. 


Complete perineorrhaphy was performed once according to the 
method of Lawson Tait.. Incomplete perineorrhaphy was performed 
sixty-two times by Lawson Tait’s method; colpoperineorrhaphy 
eleven times—nine by the method of Hegar, and twice by that of 
Martin. A case of cicatrix of the vagina was treated by forcible 
dilatation and plugging with iodoform gauze. There was one case 
of vaginal cyst, which was excised; four fistulee were operated on— 
one vesicocervical and three vesicovaginal fistule. Anterior colpor- 
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rhaphy was performed on fourteen occasions—eight of these being 
associated with the operation for vaginal fixation, and six for that of 
prolapsus uteri. Fifteen cases necessitated anterior colpotomy— 
fourteen of these being associated with the operation for vaginal 
fixation. Posterior colpotomy was undertaken six times—four for 
small ovarian cyst, one for pyosalpinx, and one in connexion with 
the operation for vaginal fixation. 


CERVIX. 


A modification of Dudley’s posterior division was undertaken on 
eighteen occasions, and was associated with curettage for sterility 
or dysmenorrhea. 

UTERUS. 


Abdominal Hysterectomies. 


L. B. Interstitial and subserous myomata first removed. Ex- 
cessive hemorrhage made hysterectomy necessary. 

K.R. Large right intraligamentous subserous myoma. A large 
amount of hemorrhage from adhesions. 

C.R. Uterus riddled with myomata. Hysterectomy by Doyen’s 
method. 

Hematosalpinx at outer end of right tube—pus at inner end; 
below this tube was an intraligamentous cyst the size of an orange. 
Firm adhesions on this side, with an extratubal abscess in the pouch 
of Douglas. Other side sound. Gauze drain. Complete hysterec- 
tomy. 

A.Q. Uterus much elongated. Subserous myoma so intimately 
connected with the cervix that complete hyeimncetony had to be- 
performed. Both ovaries left. 

M.K. Complained of dysuria; at times had complete retention. 
A large cystic fibroid, freely movable in Douglas’s pouch. Supra- 
vaginal hysterectomy was performed, owing to injury to uterus in 
removal of the myoma. 

H.H. Multiple myomata. Hemorrhage too great to allow 
myomectomy. 


Abdominal Hysterectomies—Malignant Disease. 


E.D. Epithelioma of cervix. Uterus very adherent to bladder, 
which contained cancerous mass. It was impossible to get completely 
outside the cancer. Wertheim’s operation performed. 

M.H. Epithelioma of cervix. Uterus very adherent to bladder, 
which was perforated in attempting separation; the tear was stitched. 
The abdomen was closed with catgut. Vagina was divided very low 
down, owing to infiltration. Patient coughed very severely eight 
days later, and burst open her wound; this was re-united with 
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through and through silkworm gut sutures. There was a vesico- 
vaginal fistula, and the abdominal wound became septic. Both these 
conditions were healed when patient left the hospital six weeks after 
operation. 

M.Q. Uterine wall friable, and perforated in preliminary 
curettage. Abdominal wound became septic, but was healed before 
patient’s departure from hospital. 

L.R. This was a case which was sent to the hospital as one of 
twin pregnancy. Two solid ovarian tumours were diagnosed. When 
the abdomen was opened it was found that there were two large 
masses, each larger than a full term fetus, and malignant in appear- 
ance; these were removed, after which total extirpation of a fibroid 
uterus was performed. 

M.E. This was the only fatal case out of thirteen Wertheim’s 
operations performed during the year. During the operation the 
ureter was found to be involved in the cancerous process, and two 
inches had to be resected; the end was implanted in the bladder by 
means of sutures, and evidently these separated, for signs of peri- 
tonitis developed three days after the operation, and death occurred 
on the following day. 


MYOMECTOMY. 


The conservative operation of myomectomy is performed when- 
ever possible. In three cases several great myomata were removed 
and the uterus left. 


TUBES AND OVARIES. 


The abdomen was opened twenty-three times for operations on the 
tubes and ovaries, besides which many resections were performed as 
accessories to other operations. All these recovered. The case of 
M.M. was very troublesome, the cyst being retroperitoneal and 
very adherent. It was not possible to remove the entire cyst, although 
the uterus was extirpated in the endeavour. Drainage, therefore, 
was carried out through the vagina. 


MISCELLANEOUS OPERATIONS. 


E.. The chief interest in this case lies in the fact that a year 
after the operation of cholecystectomy for cholelithiasis, the patient 
returned with a tumour in her abdomen, which, when removed by 
Mr. Heuston, turned out to be a malignant ulcer of the pylorus. 

A.G. This patient, suffering from tuberculous peritonitis, was 
moribund on admission, and operation was resorted to as a last resort. 

A.M. This was a very large suppurating renal tumour which, 
when examined,, was found to be an hypernephroma. The patient 
made an uneventful recovery. 

M.M. Retroperitoneal sarcoma. This was a case of recurrence 
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after two and a half years’ freedom from the disease. The autopsy 
revealed marked cirrhosis of the liver and chronic interstitial 
nephritis. 

MORTALITY. 


E.C. This was the case of cancer recurring in the pedicle of an 
ovarian cyst, to which we referred in our opening remarks. When 
the abdomen was opened on this occasion it was found that nothing 
could be done. The patient died from shock on the following day. 


A general anesthetic was administered on 317 occasions with 
no death : — 


Ether and Chloroform ... ... ... ... 24 
Nitrous Oxide and Ether... ... ... ... 15 


For the compilation and arrangement of these Reports I am 
indebted to my two Assistant-Masters. 

Dr. Freeland has made himself responsible for the Maternity 
Report and Dr. Solomons for the Gynecological Report. 


PATHOLOGICAL REPORT. 
By Roserr J. Rowterre, M.D., Pathologist. 


Seven post mortem examinations were made in the case of adult 
patients. Brief notes of these are appended :— 


Case 1 (Maternity)—Partial autopsy. Annie F., aged 36, died 
December 23, 1907, after Cesarean section. Large quantity of blood- 
stained fluid in abdominal cavity; saline; no bleeding point dis- 
covered. Uterus flabby and soft. All other organs healthy. 


Case 2 (Gynecological)—Ann G., aged 30, died February 15, 
1908. Body emaciated. Abdomen flat; operation wound healthy. 
On opening the abdomen the parietal peritoneum was found much 
thickened and hyperemic, at least quarter of an inch thick. No 
tubercles visible to the naked eye. Great omentum, ascending and 
descending colon adherent to anterior abdominal wall. Behind this 
mass, and in front of the small intestines, which were closely ad- 
herent, was a large cavity containing blood-stained serum, with 
masses of clotted serum. Large miliary tubercles studded over small 
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intestine. There were other locules of serum and clot in peritoneal 
cavity. 

Ma small, with dense peritoneal adhesions. Both tubes showed 
tubercular thickening with nodules. Ovaries healthy. 

Kidneys slightly enlarged and pale. No tubercles seen. 

Pancreas normal. 

Spleen congested and friable. Densely adherent to diaphragm 
and surrounding structures. Surface studded with tubercles. 

Lwer large; congested ; fatty. 

Lungs small; retracted. Pleural adhesions. No tubercular 
lesions discovered. 

Heart.—Slight sclerosis of mitral valves. Heart muscle pale. 

Pericardium showed small petechiz, but no tubercles. 

Bronchial and retroperitoneal glands apparently normal. 


CasgE 3 (Maternity)—A. O’B., aged 25, died March 10, 1909. 
Peritoneum showed fibrinous exudate in upper region, with adhe- 
sions. In lower zone, healthy. 

Uterus small ; firm; healthy inside and outside. 

Spleen congested. 

Kidneys healthy. 

Inver soft and congested. 

Bacteriological examination discovered streptococci in the peri- 
toneal exudate. 

Had undergone posterior colpotomy. 


Case 4 (Maternity).—Celia C., aged 40, died June 18, 1908. Died 
of sudden dyspnea nine days after induced labour. 

Fair amount of fluid in abdomen. 

Uterus shaggy and inflamed on inner surface. 

Kidneys firm; contracted; chronic interstitial nephritis. 

Other abdominal organs healthy. 

Lungs healthy. 

Heart greatly hypertrophied, both on right and left sides. Right 
side dilated and containing firm ante-mortem clot. Mitral vessels 
sclerosed and incompetent. 


Case 5 (Gyneecological).—Maria R., aged 48, died June 23, 1908, 
eleven days after operation for removal of retroperitoneal sarcoma. 
Two and a half years previously a large retroperitoneal sarcoma had 
been removed. 

Skin wound septic. Right flank full of broken-down septic clot 
and débris, with gas intermixed. There is a large necrotic tumour 
completely enclosing the right kidney and adherent to the liver. 


Kidney small, with scar at upper face. Liver very congested 
and soft. 
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Lungs and heart healthy. 

No secondary growths were found. 

Bacteriological examination showed the presence of Bacillus coli, 
with various saprophytic organisms. 


Case 6 (Maternity).—Mary C., aged 31, died July 1, 1907, sixteen 
days after delivery. 

Pelvis and lower part of peritoneal cavity filled with pus, inflam- 
mation throughout entire peritoneum. Large abscess in right broad 
ligament, which had burst, discharging into peritoneum. 

Spleen and liver congested and friable. 

Kidneys healthy. 

Lungs and heart healthy. 

Bacteriological examination showed the presence of Staphy- 
lococcus aureus in the peritoneal cavity. 


Cast 7.—E.G., aged 48, died October 24, 1908, the day after 


performance of Talma’s operation. 
Peritoneum contained some fluid. 
Liver markedly cirrhotic. 
Kidneys small, contracted. 
Heart small, and atrophied ; valves sclerosed. 
Lungs healthy. 


Curettings and other fragments were examined on 52 occasions 
for diagnostic purposes :— 


TasLe I.—EXAMINATION OF CURETTINGS AND OTHER FRAGMENTS FOR 
Purposes oF D1AGnosis. 


CO 


Endometritis - - - - - 26 Fibroid of uterus - - - 
Endocervicitis - - - - 1 Granulation tissue - - - 
Placental remains - - - 2 Mastitis - - - += - - 
Erosion of cervix - - - 38 Tubercular peritonitis - - 
Squamous carcinoma of Blood-clot, débris, normal 

cervix - - - - - - 2 tissue, &c. - - - - - 8 
Adeno-carcinoma of uterus 5 


Proceeding on the same method of classification as heretofore, 
the cases of endometritis are divided as follow :— 


Taste II.—Cases or ENDOMETRITIS. 


Hypertrophic or glandular | Septic (formerly termed 
(including cystic, 2)- - 16 “simple”) - - - - = 8 
Interstitial - - - - - 4 Post-abortive - - - - - 2 


The cases classed as “interstitial” are more numerous than in 
previous years, being 16 per cent. of the whole, as against 3 per cent. 
last year and 8 per cent. the year before. 


22 
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The principal object of examination of curettings is, of course, 
the discovery of malignant disease of the body of the uterus. In 
nearly every case the distinction was easy where sufficient of the 
tissue was submitted. One point is usually enough to decide the 
question—the regularity of the epithelium. In endometritis and 
non-malignant conditions generally, even if there be great prolifera- 
tion and tufting of the epithelium, it is still quite regular in its 
outline. The basement membrane is preserved, and the cells are 
regular in size. In adenocarcinoma, on the contrary, the cells are 
irregular in size and shape, and their growth tends to transgress the 
basement membrane. 


Tumours and operation specimens were examined in eighty-four 
cases : 


Taste oF TUMOURS AND OPERATION SPECIMENS. 


* Recurrent cyst in vagina- 1 { Ovarian cyst - - - - - 15 
Epithelioma of cervix - - 9 | Dermoid of ovary - - - 3 
Amputated cervix - - - 1 Abscess of ovary- - - - 1 
Carcinoma of body of uterus 2 Carcinoma of ovary- - - 2 
Sarcoma of uterus - - - 1 Urinary calculus- - - - 1 
Fibromyoma of uterus - 28 Hypernephroma - - - - 1 
Mucous polypus of uterus- 4 | Retroperitoneal lipo- 
Adenomyoma of uterus - 1 sarcoma 1 
Salpingitis and pyosalpinx 8 Cholecystitis with gall- 
Tubal pregnancy- - - - 1 stones- - - - - - - 1 
Tubercular salpingitis - - 2 Lipoma of back - - - - 1 


In addition, a large number of placente and ova, and other 
specimens, have been examined, chiefly from the extern maternity. 

The case of recurrent cyst in the vagina is an interesting one. 
Some months previously, an ovarian cyst of small size had been 
removed by the vaginal route. In October, 1907, the patient re- 
turned, when a mass of cystic material was found present in the 
vault of the vagina. The cysts were visible to the naked eye, and 
were filled with mucoid material, but it was difficult to obtain good 
sections, as the mass was very necrotic. This is the second case in 
the year under review where an ovarian cyst showed the power of 
recurrence. The other case, that of E.C., is described in the 
Gynecological Report. 

Squamous carcinoma of the cervix was, as is usual, more fre- 
quently met than adenocarcinoma of the body, the numbers being 
nine and two. Last year, curiously, we had five cases of adeno- 
carcinoma to four of squamous carcinoma. In neither of the cases 
of adenocarcinoma of the body were there fibroids present, nor were 
there fibroids in any of the cases of squamous carcinoma. 

Sarcoma of the uterus is a rare condition. In four years’ work 
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at the Rotunda Hospital the present is only the second case en- 
countered. In the previous case the sarcoma developed in a degener- 
ating fibroid. The present specimen answers the typical description 
of sarcoma of the uterus. It exactly resembles a specimen figured in 
Cullen’s “ Cancer of the Uterus.” It is a smooth, lobulated growth, 
translucent in appearance, and consisting of large round cells. 

Of the twenty-eight fibroids examined, degenerative changes were 
noted in eight. In five there was actual sloughing of the tissue, in 
one there were patches of fatty softening, and in one there were 
cystic spaces. In one there ws a mild degree of “red degeneration,” 
the condition being associa ei with pregnancy. 

The present case of adenomyoma is the second we have met in 
four years at the Rotunda. The tumour is one and a half inches in 
diameter, and set in the wall of the uterus. In structure it closely 
resembles an ordinary fibromyoma, but it is permeated by large 
glands. The epithelium of these latter is quite regular. There were 
two or three small nodular fibroids present also. The previous case 
observed was very similar. More frequently, however, the growth is 
general, and affects a considerable extent of the uterine wall. It is 
probable that adenomyoma would be recognized more frequently if 
a careful microscopic examination were made of all tumours having 
the appearance of fibromyomata. 

Two of the cases of dermoid cyst presented points of interest. One 
contained several teeth, a condition not as common as is supposed. 
In the other the disease was bilateral, a condition probably very 
rare. It will be remembered that last year Dr. Andrew Horne 
exhibited to the Section of Obstetrics two dermoids from one patient. 

Two cases of carcinoma of the ovary occurred, both being, as far- 
as could be ascertained, instances of primary disease. This makes a 
total of thirteen cases in the practice of the Rotunda Hospital in the 
past four years. In one of this year’s cases the growth was unilateral, 
and forms a mass inches by 4 by 3. In the other it was bilateral, 
and formed two large masses, each as large as a football. In this 
case the growth was first noticed a few months after marriage, and 
increased rapidly in size. It was mistaken for pregnancy, and it 
was only when labour did not occur at the expected period that the 
patient sought advice. In this case there were several small fibroids 
in the uterus. 

The hypernephroma was a large sac of pus, with a thick fibrous 
wall. The wall, on section, showed groups of epithelial cells in 
irregular arrangement; no normal groups was found. 

The retroperitoneal liposarcoma was in a patient who had an 
enormous retroperitoneal sarcoma, weighing 13]b., removed in 
October, 1905. The recurrent tumour differed from the primary in 
having much less fat present. In fact, in examining the primary 
tumour, we had some hesitation in declaring it malignant, the fat 
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being very plentiful. It appeared to be completely encapsuled, 
shelling easily out of its bed. When the growth recurred it com- 
pletely surrounded the right kidney, extended behind the liver, and 
was adherent to the great vessels. It was soft, and almost diffluent, 
and complete removal was impossible. 

The uterine lochia was examined bacteriologically in thirty-six 
morbid cases : 


Taste 1V.—BacrTEerRIoLoGicaL EXAMINATION OF THE UTERINE LOCHIA 
In TurrtTy-stx Morsrip Cases, SHOWING THE ORGANISMS OBSERVED 
or IsoLATED :— 


Diplococeusa.- - - - - 12 Bacillus coli - - - - - 1 
pheumonie - 12 Unrecognised bacilli (prob- 
Staphylococci- - - - - 6 ably saprophytes)- - - 6 

Streptococcus- - - - - Il Saprophytes - - - - - 
Gonococeus- - - - - - 1 Negative - - - - - - 18 


It is to be noticed that the diplococcus previously described is 
still one of those most frequently associated with puerperal sepsis, 
while the pneumococcus is also very frequently present. In many 
cases the two were associated. The case in which streptococci were 
found was a severe one, ending fatally. The organisms were found 
in the blood some days before death. For the first time gonococcus. 
finds a place in our tables of results. Other observers report it com- 
paratively frequently, but I believe there has been confusion between 
it and Diplococcus a. The latter is distinguished by its ready growth 
on agar plates and by the fact that it is rarely intracellular. Neither 
has it the typical shape of the gonococcus. 
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The Treatment of Labour in Contracted Pelvis.* 


By Professor F. Scuavuta, 
Honorary President of the Society. 


Mr. Presmpent, ladies and gentlemen, fellows of the Glasgow 
Gynecological and Obstetrical Society. You have done me the 
honour of electing me Honorary President of the Gynecological 
Society for 1907-1908. According to the rules of your Society, it is | 
my duty to deliver before you an address during that time. Of the 

themes, the choice of which has been left to you, you have selected 

the subject “ Labour in Contracted Pelvis.” Thus, I appear before 

you to-night to speak in a country in which the science of contracted 

pelvis has been made classic. 

Your great countryman William Smellie, born in Lanark in 1697, i 
must be considered as the real founder of the science of contracted 4 
pelvis. Obstetrics is indebted to him for the science of the mechanism 
of parturition, the first knowledge of the normal and pathological 
pelvis, and the measurement of the diagonal conjugate. He takes a 
firm stand against turning in contracted pelvis, as thereby the child 
is too much endangered, and also against the application of forceps 
above the brim. In order to restrain young practitioners from using 
the forceps in cases where the head is above the brim, thereby 
occasioning injuries to the mother, he recommends a short forceps, 
without pelvic curve, to be used only when the head has entered the 
pelvis. 

This view of discarding turning and the application of forcep 
above the brim is now again being revived by German obstetricians. 

Regarding the rejection of the forceps, Smellie found powerful 
support in his countryman William Hunter. Indeed, Hunter went, 
in his views, beyond the standpoint of Smellie. The rejection of 
turning and forceps necessarily demanded the search for a substitute 
at a time when Cesarean section was considered a deadly operation, 
and symphysiotomy, by reason of its great dangers, was then not 
even taken into account. 

Thus came into use the artificial induction of premature labour 
by Thomas Denman (1788) and craniotomy by William Osborn 
(1783). These eminent men had great confidence in the natural 
power of labour, a view strongly held to-day by all physicians. 

Owing to Sir James Young Simpson, to whom we are indebted for 
the introduction of chloroform (1847), the long forceps and the 
cranioclast, turning in contracted pelvis was rehabilitated. This 
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idea was based upon the assumption that the aftercoming head passes 
the pelvis more easily than the forecoming head, contrary to the 
views of former physicians. 

As the most distinguished exponent of the science of contracted 
pelvis immediately after Smellie, George Stein the younger, must 
be named. On the principles enumerated by these men, in con- 
junction with Michaélis and Litzman, our knowledge of labour in 
contracted pelvis has its foundation to the present day. The views 
held until recently regarding labour in contracted pelvis are in the 
main to be referred to the work of Smellie, Stein the younger, 
Michaélis, and Litzman. Their views are reproduced to-day in all 
text-books. 

Against these principles, firmly established for many decades and 
seemingly immutable, voices have been raised within recent times, 
maintaining that asepsis, which has made rapid strides, must be 
made use of more and more, in order to replace the old obstetrical by 
the so-called modern surgical operations, such as Cesarean section 
and widening of the pelvis, and thus gradually exercise greater 
regard to the preservation of the life of the child, which, hitherto, 
was only taken into secondary consideration. 

This period seems to have begun more than twenty years ago 
with Kehrer and Singer’s improved method of uterine suture. But 
it was premature to substitute Cesarean section, which was then and 
is even now regarded as a most dangerous operation, for a method 
which allowed labour to take place through the natural passages. 
The reintroduction of widening of the pelvis, however, by the lateral 
incision, has raised this question anew, which seems this time to be 
in a fair way of meeting with general acceptance. It appears to me, 
however, that even to-day the time has not arrived completely to 
abolish in contracted pelvis the so-called prophylactic operations, 
such as artificial induction of premature labour, turning, craniotomy, 
and application of forceps above the brim, and to displace them by 
Cesarean section and widening of the pelvis—operations which pre- 
serve the life of the child, although obstetricians of extreme views 
insist upon them at present. But all these questions have, no doubt, 
come within the province of practical discussion. And we are look- 
ing forward with joy to the time when it will be possible for us to 
discard all the interferences which jeopardise the life of the child, as 
we are living in an age which might be truly called the epoch of 
the child. 

The operations used in contracted pelvis are divided into three 
main groups. To the first group belong indicated measures, to the 
second prophylactic, and to the third the so-called surgical operations. 

To the first-named group belong all those measures which are 
indicated, not so much by contraction of the pelvis as by other 
anomalies of labour, anomalies which are mostly the result of con- 
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tracted pelvis, but for the removal of which operative measures are 
absolutely necessary. These measures would be indicated apart from 
the complication of contracted pelvis. Among these operations must 
be named the application of forceps with the head in the pelvis, 
turning from a transverse presentation, the extraction by the breech, 
craniotomy on the dead child, and decapitation. 

To the prophylactic operations belong artificial interruption of 
pregnancy (abortion or premature labour) and the so-called pro- 
phylactic version. The application of forceps above the brim is 
considered by many to belong to this group. 

To the so-called surgical operations belong all those in which the 
integrity of the mother’s tissues is sacrificed in favour of the child, 
either by widening the pelvic space (symphysiotomy or hebotomy), 
or, discarding the natural passages, by the formation of an artificial 
channel, whereby the child is extracted through the abdominal 
parietes and uterine wall (Cesarean section). 

Before we enter more fully upon the indications for the above- 
mentioned operations, we must discuss the question, which is very 
important in relation to treatment, namely, how far we can count in 
cases of contracted pelvis upon spontaneous birth. This question has 
stood in the forefront of the discussion since Smellie’s time, and has 
only been obscured from time to time by an overgrowth of operative 
methods which hindered the observation of the natural process of 
birth. With these operations, on the one hand the interests of the 
mother received too much consideration (abortion); on the other 
hand the interest of the child became more manifest (artificial 
induction of premature labour and prophylactic version)—operations 
which necessarily interfere with the observation of the natural course 
of labour. : 

Nevertheless, spontaneous birth affords by far the best solution of 
the many complicated problems of contracted pelvis. The objection 
might naturally be made that spontaneous birth is not always 
possible. This is, unfortunately, quite correct. But spontaneous 
birth is more frequently possible than it appears from our statistics. 
By premature interference with its natural course, many cases of 
labour are directed into a wrong course and result in great injury to 
both mother and child. There is no doubt that if these principles, 
admitted in the present day, were universally and steadily observed, 
the number of spontaneous births in contracted pelvis would steadily 
increase. At my clinic about 80 per cent. of the births with narrow 


pelvis actually occur spontaneously, only full-term births being 
taken into account. 


Now, the question forces itself upon us, does not this expectant 
treatment cause injury both to the mother and child—to the former 
on account of long duration of labour causing contusions to the soft 
parts, to the latter also from undue compression during birth? These 
consequences, however, do not occur. Of all the possible methods of 
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treatment of labour in contracted pelvis, the expectant treatment 
gives by far the best results for the mother as regards both mortality 
and morbidity. And I would mention here, that we consider the 
puerperium disturbed if the temperature has once risen to 38°C. 
(100°4°F.). Regarding the child we have also obtained the best 
results from spontaneous birth in preference to all other methods of 
treatment, with the exception of Cesarean section. 

We now come to the so-called indicated operations. 

Regarding results for mother and child obtained in cases of 
contracted pelvis by application of forceps when the head is in the 
pelvis, turning in cross presentations, craniotomy on the dead child, 
and decapitation, I would like to refer you to the table* which I show 
you here on the wall. One might be inclined to accept these figures 
without comment, as these were treated according to the prescribed 
and universally accepted rules, without there being any chance of 
deviation therefrom. Still, the question is justified, whether in all 
these cases a better result both for mother and child could not have 
been obtained by timely expert aid. In all the cases of turning the 
question is justified, whether another method of treatment could not 
have been adopted which would have been more advantageous to the 
child, thereby reducing the high mortality of the children. In a 
third of the cases where turning was resorted to, Cesarean section or 
hebotomy carried out at the proper time might have saved these and 
probably other children. The same applies to breech presentation. 
In breech presentation, extraction need not always be adopted; a 
surgical operation may here, on account of the high degree of pelvic 
contraction, be quite as strongly indicated as it is in a cranial pre- 
sentation. But these methods of dealing with such cases are partly 
of the past; nowadays an operation would certainly be considered. 

Particularly must it be said regarding craniotomy on the dead 
child and decapitation that these operations have always been 
regarded as evidence of faulty midwifery. All these cases were 
admitted too late. Help was no longer possible for the child, and 
the mothers were, as the high mortality and morbidity show, 
frequently infected outside the institution. All these cases might 
have turned out differently if, from the beginning, a proper modern 
method of treatment had been adopted. I shall refer more fully to 
this point later on. 

If we now turn to the more important group of prophylactic 
operations, the induction of artificial abortion must be put to the 
foreground. This operation was introduced by William Cooper in 
1771, in order to avoid Cesarean section where it was absolutely 
indicated. Cohnstein in 1874 could collect only ten cases, in all the 
literature, in which it was carried out in extreme contraction of the 


* See page 322. 
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pelvis. To-day this operation has lost its justification on account of 
the safety of Cesarean section. For this indication I have never 
operated. 

On the contrary, the induction of artificial premature labour 
must be considered a justifiable and thoroughly established operation 
in contracted pelvis. It must be considered, along with prophylactic 
turning, in the forefront, as a method in favour of the child, in order 
to avoid craniotomy at the normal term. 

The indication given for induction of artificial premature labour 
is a conjugate between 7} and 8} cm. in generally contracted pelvis, 
and between 8 and 9 cm. in flat pelvis. But when one can count on 
spontaneous birth in a conjugate of 8cm., and, even, of 7}. cm., the 
indication for induction of artificial premature labour falls to the 
ground on this score. 

Nor is artificial induction of premature labour the easy method 
which some authors consider it to be. If only the operation in its 
narrowest sense be considered, such as the introduction of a bougie, 
artificial rupture of the membranes, or the plugging of the cervix, 
then certainly, would the operation be a simple one. In the further 
progress of the case, however, other and more serious operations will 
have to be considered, which one cannot say would have been un- 
avoidable had one waited for the normal termination of labour. 

All cases of premature labour do not terminate spontaneously. 
One does not get a clear picture of the significance of artificial in- 
duction of premature labour if only the cases are counted in which 
spontaneous birth occurs. The high mortality of the children has 
rightly matured the question, whether one is justified in regarding 
the operation of artificial induction of premature labour, as an 
operation carried out solely in the interest of the child. The results 
of births in the same woman, both mature and premature, were 
brought forward as an argument in favour of this operation. It was 
Dohrn who first put this view forward. But many of the births 
enumerated belonged to a former period of time and were not con- 
ducted under clinical treatment. Circumstances may have occurred 
which might have easily operated unfavourably to the children. 

The following observation appears more profitable :—If we take 
from our total number of cases of contracted pelvis those which, 
according to general opinion, appeared particularly adapted for the 
artificial induction of premature labour, for example, multipare 
with a conjugate from 7} to 8}cm., and if we likewise eliminate 
artificial induction of premature labour from the methods of treat- 
ment, we find that the very cases in which artificial induction of 
premature labour has been discarded have had a more favourable 
result for both mother and child. 

If, in opposition to some authorities, we are not inclined at the 
present moment to abolish the induction of premature labour from 
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our list of operations in contracted pelvis, we would, at least, still 
further limit that operation to cases of multiparee who are known to 
have given birth to large children with well-developed heads, 
children which, in spite of their prematurity, have more resistance 
against the bad influences after the birth than weak and badly- 
developed, though mature, children. Such children, however, can 
only be regarded as premature in respect to the duration of their 
intra-uterine life, and not in respect to the degree of their develop- 
ment. From a social point of view, it cannot be our task to put into 
this world premature and weakly children. In the struggle for 
existence, we require strong and well-developed individuals. 

Prophylactic turning as regards my clinic must be looked upon 
as a rare operation. 

If we would estimate the value of prophylactic turning in con- 
tracted pelvis, we must, as we have done in discussing premature 
labour, take into consideration the total results first inclusive, then 
exclusive of prophylactic turning; more especially must we do this 
in that category of cases in which one expects from prophylactic 
turning the best result, namely, multipare with flat pelvis and a 
conjugate between 8} and 94cm. The foregoing comparison, how- 
ever, shows that the total result of prophylactic turning is unfavour- 
able, and especially in those cases which are most suited for that 
operation, contrary to all reasonable expectation. 

Very instructive, finally, is the comparison between spontaneous 
birth and prophylactic turning in respect of their results in the same 
categories of contracted pelvis, a comparison in which the circum- 
stances most favourable for prophylactic turning have been assumed. 
In these cases, likewise, the results of prophylactic turning are 
unfavourable. 

From these statements it is clear that in cases where there is a 
probability of spontaneous birth, prophylactic turning should be 
discarded. 

The application of forceps above the brim, considered by some 
authors as belonging to the prophylactic measures, should not be 
included in this group, since it is used only in an advanced stage of 
labour with certain indications. Its use is justified as a last attempt 
to save the child, in cases where craniotomy on the living child 
might be considered necessary. 

If we consider the cases in which, in the absence of urgency 
regarding the mother, the operation has been performed solely in 
the interest of the child, we obtain an infantile mortality of 50 per 
cent. 

An operation which can by no means be regarded as free from 
risk to the mother, and which, when undertaken solely in the 
interest of the child, results in the saving only of every second child, 
should surely be replaced by another. Only when the operation is 
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undertaken in cases of minor degree of contracted pelvis—between 
8} and 10 cm.—cases in which there is urgency on the part of the 
mother, can the application of forceps be tried, to be immediately 
replaced by craniotomy if any difficulty be met with. 


In connection with the operation of prophylactic turning and the 
application of forceps above the brim, mention also should be made 
of craniotomy on the living child. This operation should, according 
to the view of some obstetricians, e.g., Pinard, be entirely discarded. 
We cannot, however, altogether dispense with it to-day, as we regard 
it as an operation of necessity in cases where we find it impossible to 
carry out any of the alternative operations. In the future Cesarean 
section or hebotomy will take its place. To-day it is still indispens- 
able in cases which reach expert aid too late, or in advanced stages of 
labour, often febrile from infection, where Cesarean section or 
hebotomy is contra-indicated, and in which, on account of the head 
being high above the brim, forceps cannot be applied, or on account 
of high degree of stretching of the lower segment of the uterus, 
turning cannot be performed although the completion of labour is 
urgent. 


It is, therefore, in the true sense of the word, an operation of 
necessity. 

Craniotomy on the living child is one of the operations which 
will in the future be entirely eliminated from the list of obstetrical 
operations. We shall see at the end when and under what circum- 
stances we may expect this golden age in obstetrics. In the mean- 
time this operation should be limited as much as possible. 

When we finally enter into the discussion of the so-called surgical 
operations in contracted pelvis, Cesarean section, where relatively 
indicated, might be put in the first place. ; 

The morbidity during the puerperal stage amounted to 17°2 per 
cent., the mortality to 3°4 per cent. 

These results should show a material improvement in the near 
future by the improved method in the protection of the wound, as it 
is customary in laparotomy at my clinic (rubber gloves, mouth mask, 
and painting the abdominal walls with iodine). 


The method of performing Cesarean section at my clinic is by 
means of the usual longitudinal section of the uterus. The transverse 
section is only used in cases where there is considerable stretching 
of the lower segment of the uterus. As sutures for the uterine 
wound, silk is used in two layers. 


The latest and most recent of obstetrical operations in contracted 
pelvis is that of hebosteotomy. We prefer it to symphysiotomy, on 
account of its better after-results. It is indicated in a contracted 
pelvis of 73 to 81 cm. conjugata vera, when there is no infection, and 
the mother does not absolutely object to the operation. 
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For the operation of hebosteotomy the same stringent indications 
are not required as for Cesarean section. 

Patients who have previously been examined may undergo the 
operation of hebosteotomy, provided they show no signs of infection 
at the time of the operation, while for Cesarean section absolute 
asepsis is a sine qua non. I would not like to go the length of some 
surgeons, who do not see in manifest infection a contra-indication to 
hebosteotomy. 

All 23 cases (since compiling these statistics 30 cases) were 
successful. In 47°8 per cent. of the cases there was, however, some 
fever during the puerperium, due to the not infrequent injury to 
the soft parts. Only one of the children died (4°3 per cent. infantile 
mortality). 

Accordingly, it is essential that better results should in the near 
future be obtained in hebosteotomy with respect to its high mor- 
bidity. This improvement will occur if we make it a principle to 
wait, particularly in primipare, for spontaneous birth. 

Finally, if I am permitted to review the experience hitherto 
gained regarding the treatment of labour in contracted pelvis, and 
to draw conclusions therefrom for the future, I might express myself 
as follows :— 

The management of labour in contracted pelvis will shape itself 
in the future in the following simple manner, provided it is carried 
out from the very commencement in a skilful manner and in an 
institution under strict asepsis. In cases with a conjugate above 
8cm. there is a possibility of spontaneous birth, and therefore 
expectant treatment is to be adopted. In cases under 8 cm. Cesarean 
section is to be kept in view. In cases bordering on the above, that is 
a conjugate of 8} to 7} cm. hebosteotomy is to be considered. This 
operation, in a conjugate of 8 to 8}cm., would be an alternative 
operation to spontaneous birth; in a conjugate of 73} to 8}cm., an 
alternative to Cesarean section. The choice would be determined 
by the size and hardness of head, the strength of labour pains, the 
voluntary efforts and general condition of the patient. This method 
of treatment should be looked upon in the future as typical. 

All other methods hitherto used in the treatment of labour in 
contracted pelvis should be looked upon as atypical. They are 
not to be considered as methods which were brought into use on 
account of the difficulty in labour created by contracted pelvis, but 
as entirely foreign to the subject, and they should not be capable of 
influencing the typical operations. 

Craniotomy on the dead child, therefore, may be indicated in a 
conjugate under 93cm. The death of the child justifies in this case 
the adoption of atypical method of treatment. Craniotomy on 
the living child may become necessary if the mother is in a state of 
infection or refuses to undergo any of the typical operations. Arti- 
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ficial induction of premature labour may also have to be performed 
in cases in which the mother is suffering from illness and Cesarean 
section or hebosteotomy at the normal term would be too dangerous, 
or where it is positively known that the children are abnormally 
large, or the mother absolutely refuses an operation. The applica- 
tion of forceps above the brim and prophylactic turning should, if 
possible, be entirely removed from the list of methods of treatment 
in contracted pelvis. 

The application of forceps above the brim might exceptionally be 
tried before craniotomy on the living child is resorted to, and it will 
probably be possible occasionally to save a child. 

Before craniotomy on the living child is undertaken prophylactic 
turning may be justified in certain degrees of contraction in a simply 
flat pelvis, when Cesarean section or hebosteotomy, on account of 
illness of the mother, is out of the question, and a trial with the 
forceps affords little hope of success on account of the high position 
and mobility of the head. 

The two last mentioned operations (forceps above the brim and 
prophylactic turning) will find their indication in such atypical 
cases as a last attempt to save the life of the child before craniotomy 
is resorted to—forceps when the head is fixed, turning when it is 
movable. 

That the so-called indicated operations have at times to give place 
to surgical operations, as shown by our discussion, I have already 
mentioned. 

In a conjugate under 6} cm., Cesarean section is absolutely in- 
dicated: if the case be aseptic, with suture of the uterus; if septic, 
with total extirpation or supravaginal hysterectomy. Even the most 
recent investigation into the management of labour in contracted © 
pelvis will not alter this fact, and I therefore do not enter further 
into the question. 

On the whole, our aim should be to leave labour in contracted 
pelvis as long as possible to the natural forces, and failing them, to 
perform only those operations which will most likely save both 
mother and child. All other operations should gradually be more 
and more limited. Until this golden age of the treatment of labour 
in contracted pelvis appears, there are certain conditions to be 
fulfilled. 

The patient must reach the expert in an absolutely aseptic con- 
dition without any obstetrical interference of any kind having been 
made. The circumstances should be such that every kind of 
obstetrical operation can be immediately undertaken strictly aseptic- 
allv: finally, our hands should not be tied from carrying out a certain 
operation by the refusal of the patient or her relatives. 

All these conditions may most certainly be fulfilled, in patients 
with a high degree of pelvic contraction, who seek admission to an 
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institution at or before the commencement of labour, especially if 
they have had difficulty with previous births. In this way only 
can initial asepsis be assured, and all those inopportune attempts 
on the part of the midwife and practitioner be eliminated, which so 
often lead to failure. 

The natural forces will be more effective than when the patient, 
the relatives, and the midwife influence the doctor in attendance by 
demanding a rapid delivery of the case. If an operation becomes 
necessary, everything is at hand and no time is lost in taking the 
patient to an institution, where, as usual, after a lengthy consulta- 
tion, one surgical operation is put aside in favour of another, which 
certainly could have been carried out at home, but which is only in 
the interest of the mother and to the detriment of the child. Thus I 
come to the last point, namely, the question of refusal on the part 
of the patient to undergo a certain operation. 

There is no doubt that we must not perform an cperation, whether 
obstetrical, gynecological, or surgical, without the consent of the 
patient. Assuming this general consent, the choice of the operation 
should be left in all its details to the operator. In gynecological 
operations this has been customary for a long time. Why, then, 
should the patient have the right to refuse a particular operation 
which the operator in the case, after mature deliberation, considers 
to be the best for both mother and child. It is the request for 
consent to perform a specially named operation which suggests to 
the patient that this operation is particularly dangerous. Still we 
perform other dangerous operations without the special consent of 
the patient. Application of forceps above the brim and prophylactic 
turning have also their dangers. In these operations injuries also 
occur, such as lacerations and wounds, to which the straight aseptic 
incision is preferable. Still nobody asks the patient if she would 
allow any of these operations or the destruction of her child by 
craniotomy. Let us, however, frankly admit that, with regard to 
surgical operations in contracted pelvis, we still stick to the traditions 
of the time, when Cesarean section was a deadly operation, but it is 
high time we should break with these traditions. 

It is certainly quite true that Cesarean section, and to some 
extent, also, hebosteotomy, are even to-day more dangerous than all 
the other obstetrical operations in contracted pelvis. If, however, a 
patient, in whom such an operation may become necessary, would 
from the very beginning get into a public or private institution, 
where everything can be carried out strictly aseptically, to await her 
confinement there, then all these influences which affect Cesarean 
section so adversely would disappear. Nowadays patients seek ad- 
mission to an institution at all times, night and day, often in a 
badly neglected condition. In the space of half an hour everything 
is to be made ready for Cesarean section, the abdominal walls are to 
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be disinfected, an anesthetic to be administered, although the 
patient may have shortly before partaken of food and drink. That 
in such circumstances infections and pneumonias occur our statistics 
show, as do those of other cliniques. Upon these statistics, however, 
we base our opinion regarding the danger of Cesarean section. These 
statistics must be collected anew, with the elimination of all the 
incidents I mentioned above. All the dangers of this operation will 
then be reduced to a minimum, and everyone of us will be able to 
undertake with a clear conscience every kind of obstetrical operation. 
Until then, however, by a careful selection of cases, the percentage 
of danger should be reduced as low as possible. 

I regard as intolerable and a hindrance to all future progress the 
constantly recurring statement that the country practitioner cannot 
and should not perform Cesarean section or hebosteotomy, and 
should, therefore, as formerly perform only the prophylactic opera- 
tions and high forceps operation. For this reason all obstetrical 
schools lay great stress to this day upon the teaching of these opera- 
tions. Ifthe general practitioner, however, would get accustomed to 
recognize at the right time high degrees of contracted pelvis, i.e., 
before the onset of labour, and also to assign all these cases early 
enough to obstetrical institutions, then might progress also be made 
in the country and in private practice. 

Physicians must be taught to think and to make their influence 
felt upon midwives and on the public generally, and not to stand, as 
hitherto, inactively awaiting events, and ultimately performing an 
old-fashioned operation, most frequently forceps and craniotomy, 
whereby the child is sacrificed. Innumerable cases in my own ex- 
perience have proved to me that it is possible to instruct physicians . 
in the way I have mentioned, and not permit them to adopt a fatalist 
attitude towards events. 

The level of education of midwives should be raised pari passu 
with that of the physicians. 

We gain nothing by the statement that the physician is usually 
called too late. We must strive to change all this, and it will be 
changed if we try our utmost in that direction. Obstetrical schools 
in this respect should take the lead, and not, as it often happens, 
completely resign themselves to fate. General practitioners must 
endeavour to bring the level of their knowledge to that of clinical 
specialists, instead of the clinicians to the level of the general 
practitioner as it frequently appears to-day. 

I am at the end of my long address. It is difficult, however, to 
shorten such an important chapter of obstetrics. Almost all 
obstetrical operations must be mentioned and discussed in their past 
and future bearing upon our subject. If, perhaps, it appears that 
my proposals go too far, still the higher the aim the more we will 
attain. Our fate, however, will be to remain somewhat below the 
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highest standard, for we are human and have to deal with humanity, 
whose human arrangements and prejudices we have to combat. If 
I have succeeded in gaining the co-operation of the physicians of 
Scotland, who have always stood in the forefront of obstetrical 
science, in reaching this high goal, I would feel that my time and 
labour have been amply rewarded.* 


Tur TREATMENT OF CONTRACTED PELVIS AT THE CLINIQUE OF 
Pror. ScHAUTA IN THE YEARS 1892-1906. 


Number of Births—49,397. 
Morbidi 
juen 
Of Mothers. Of Children. 

per cent per cent per cent p. cent 

% ( Spontaneous Births... 4,116 778 4 009 91 22 169 4.1 
S| Forceps with head 

inpelvis .. .. 2077 39 — — & 116 2 120 
3 Turning in transverse 

5 presentation, &.... 353 66 2 058 101 26 86320 690 
| Extraction in breech 

S| presentation .. 30 O05 1 33 12 400 2 66 
8 | Craniotomy on the 

dead child ... 15 5 6:0 82 100 16 «(195 

& \ Decapitation... 9 O16 3 333 9 100° 4 44-4 
Artificial premature 

Sa labour .. .. 34 O68 1 29 16 470 2 58 

3.2 | Prophylactic turning 95 17 1 105 2 210 WW 115 
Forceps above the 

ES Craniotomy on the 

living child 8 2 76 =100° 6 78 

3 & | Cesarean section, 
where relatively 

indicated... .. 16 21 4 384 2 17 172 

ae Widening of pelvis 23 — — 1 43 ll 478 

Total ... 5,288 10°77 24 045 491 928 310 5°86 


* I did not consider it necessary to burden my address with too many figures. I 
append at the end of the table, and to those who are interested in the source of these 
figures I refer them to the book which appeared regarding my clinic (Dr. U. Biirger, 
Treatment of Labour in Contracted Pelvis, Vienna, 1907). 


+ Refers only to the time when hebosteotomy came into use. 
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SELECT CLINICAL REPORTS. 


(Under this heading are recorded, singly or in groups, cases to which 
a special interest attaches either from their unusual character or 
from being, in a special sense, typical examples of their class). 


I. 


A Case of Czsarean Section in an Aged Primipara. 
By T. B. Grispatez, Liverpool. 


THe operation of Cesarean section has become so common that an 
apology is almost needed for relating a case of this nature. The 
success of the operation has extended its scope, so that it has been 
performed or recommended for many conditions, other than that of 
extreme contraction of the pelvic bones. In the present case the 
operation was advised solely because of the age of the patient. 

The patient, Mrs. V., was married at 42; she was a well-made, 
strong, healthy woman, with no contraction of the bony pelvis. But 
she had very rigid soft parts, so that it was said coitus was impossible, 
and she was sent to me by Dr. Craigmile on this account 12 months 
after her marriage. At this time the little finger only could be 


inserted into the vagina. rs 


A year later she came to see me when she was 3 months pregnant. 
It was calculated that labour would take place on August 20, 1908; 
at this date the patient would be a primipara of 44 years of age. 

The situation was a serious one, serious for the mother, but more 
especially so for the child. I have not seen many primipare as old 
as 44, but I have seen several of about that age, and one of these 
patients lost her life, and I have vivid recollections of the long- 
continued anxiety the labours caused to all concerned. There was 
no doubt, therefore, that the position was critical, and it was evident 
that it would not be wise to leave things to chance. 

The first course to consider was whether the pregnancy ought to 
be terminated immediately, and the life of the fetus entirely 
ignored ; this did not appear to be justifiable. 

Premature labour did not answer the requirements of the situa- 
tion, as it was felt that the damage done to the mother during the 
labour would be only slightly less than at full term, and the chances 
of a living child would be very small indeed. The condition appeared 
to be sufficiently serious to justify the adoption of serious measures, 
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and after much thought and consideration as to the various risks, it 
was decided to advise the performance of Cesarean section. 

This course would give the best chance to the child, and it is 
important to remember that, in all probability, the present pregnancy 
would be the one and only opportunity of bearing a child in this 
case: but I felt sure that Cesarean section would also hold out to the 
mother the best chance of life and of future good health. 

If you think of the length of time of the labour in an elderly 
primipara, the time the os will take to dilate, the time the vagina, 
levator muscles and perineum will require in order to relax and 
enlarge sufficiently to allow the passage of the child, you will realize 
that there will be many opportunities for the introduction of septic 
material, to say nothing of the distress and extreme fatigue of the 
mother. The long-continued strain and pressure of the child in its 
passage through the pelvis may possibly give rise to tearing or 
sloughing of the soft parts. The hard work and over exertion in a 
woman of 44 may have serious consequences upon the heart. It 
might be likened to a man of mature age and out of training climbing 
a difficult mountain or running a long distance race. 

In a long and difficult labour such as we had every reason to 
anticipate, the life of the child would almost certainly be sacrificed, 
and it is very probable that, even if the mother escaped with her 
life, enough damage would be done to her to leave her not as strong 
and well as she was before. 

On these grounds Cesarean section was advised and performed, 
and in this case the result justified the course adopted, the child was 
alive and the mother recovered without any trouble. 
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II. 
Notes on a Case of Ovarian Transplantation. 


By G. A. Casaris, M.B., C.M., Edin., Cape Town. 


Tue transplantation of ovaries either between the folds of the broad 
ligaments, into the uterine parenchyma, into the subperitoneal tissue, 
or finally outside the peritoneal cavity and under the skin on the 
abdominal wall, has been tried both experimentally and clinically 
by several surgeons, among whom Mauclaire in France, and Franklin 
Martin of Chicago, have published interesting cases. 

On September 5, 1905, almost four years ago, I transplanted into 
the left broad ligament the left ovary of a young nullipara, aged 26, 
Mrs. D., whom I operated upon for an adherent retroverted uterus, 
complicated with double tubo-ovarian disease. 

The same patient happens to have recently come under my care 
again, and as I have been able to re-examine her carefully under 
an anesthetic, and as the result of the operation has been rather 
satisfactory, it may be worth the while placing the observation on 
record. 

The operation was undertaken for the condition stated above. 
The patient then complained of intense dysmenorrhea, metrorrhagia 
and backache, and had been practically bedridden. There was a 
past history of gonorrheal infection and the uterine condition was 
plainly a serious one. I had little hope of saving both appendages, 
but I promised the patient I would do my utmost to save at least 
part of an ovary and the uterus. 

Operation. The right tube and ovary were beyond repair, and if 
had become cystic, the left appendages were almost as bad, but a 
piece of ovarian tissue the size of a small walnut was fairly sound q 
and was saved—but, unfortunately, was entirely separated from 
its pelvic connexion, as its companion tube was purulent and 
both were adherent one to another. Immediately after its resection 
the ovary was wrapped up in a warm saline compress, and as soon as 
the fundus uteri had been released from its faulty position, its raw 
sectioned surface was sutured directly against the denuded left 
border of the uterus and as close to the uterine artery as possible, by 
a fine No. 1 catgut, circular suture. The time which elapsed between 
the resection of the ovary and its insertion between what was left of 
the folds of the broad ligament, scarcely exceeded one minute. Its 
transplantation was practically immediate. Owing to the badly 
denuded posterior uterine surface, parts of the sound portions of 
both broad ligaments were tightly drawn behind the uterus and 
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sutured one to another; they thus reperitonised the raw surfaces and 
acted as a sort of posterior girth or girdle to the uterus and its 
remaining ovary, and by keeping the former forward allowed me to 
dispense with the usual uterine ventro-fixation generally necessary 
in such cases. 

Results. For fully two months the result of the transplantation 
appeared doubtful; the patient had no menstrual discharge, and 
complained on the contrary of a good deal of pain in the left side. 
On vaginal examination the fundus could still be felt anteverted, but 
on its left border a distinct swelling could be made out, considerably 
larger than the piece of ovary transplanted and very tender. In 
fact, at one time during the patient’s convalescence, I thought the 
ovarian tissue had broken down and there was going to be suppura- 
tion. This eventuality appeared possible, as I was very doubtful of 
the asepticity of the preserved piece of ovarian tissue. However, 
the pain gradually subsided, and two months and a half after the 
operation the menses made their first appearance. They came suddenly 
and without pain, lasted only 48 hours, but were sufficiently marked 
to soak half a dozen diapers. Since then they have always returned 
every 24th or 26th day and now have persisted for nearly four years. 
During the last year, however, the patient has, at different times, 
been seized just before the onset of her periods with peculiar attacks 
of a somewhat alarming character. She generally first has a violent 
headache, followed by an intense pain over one part or other of the 
abdomen. She then has three or four severe rigors, becomes blue in 
the face and extremities, almost pulseless, vomits incessantly, and 
frequently passes one or two offensive motions. Then about four to 
five hours after, sometimes much sooner, a reaction sets in, she breaks 
into a heavy perspiration, the face is flushed, the pulse bounding, 
and the menses almost immediately make their appearance. 

The first medical man who saw one of these attacks believed she 
was poisoned, she thought so also, but as the shivering “fits” have 
always concided with her menstrual periods she concluded they had 
something to do with them and consequently came back to consult 
me. In fact, she told me, she expected within a couple of days to be 
“unwell,” and as she thought it possible a “fit” might come on, 
would like me to see one, if I would attend. 

On the 15th of March, 1909, I was summoned to her bedside. 
She looked exactly like a person in the algid stage of a malarial 
attack. The face pale, features pinched, skin cold and clammy, pulse 
thready, almost imperceptible. She complained of intense pain 
about the umbilicus, was vomiting freely and had had three foul- 
smelling motions. She was wrapped up in flannels and surrounded 
by hot-water bottles—she looked extremely ill. I prescribed only 
the application of a mustard leaf over the abdomen and called in the 
afternoon. The attack was over, the pulse full, face still flushed, 
vomiting had ceased, so had the pain, and the courses had made 
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their appearance. These were, however, distinctly scanty, and 
barely lasted 48 hours. I arranged for an examination under an 
anesthetic, which was concluded a week after. 

Present condition. The fundus uteri is again in retrodeviation 
at an angle of 90° (Galabin). The right vaginal fornix is perfectly 
free and pliable—on the left side, apparently between the folds of 

_the broad ligament, and quite distinct from the uterine border is an 
oval, freely movable body, the size of a large almond, this is 
apparently the transplanted ovary, it has not greatly diminished in 
size, but to a careful palpation appears hard; it is probably mostly 
fibrous. Except for a small anal fissure, which the patient had com- 
plained of and which was treated by forcible dilatation, there is 
apparently nothing else wrong with her. 

Remarks. There appears to be little doubt that the premenstrual 
attacks are due to defective ovarian secretion, probably the fore- 
runner of an early, surgical menopause occurring in a young and 
neurotic woman, just over thirty years of age. The ovary, which 
up to a year ago had been fairly active, is undergoing retro- 
gressive changes and doubtless, ere long, will be useless. It is, 
however, interesting to note that the ovarian transplantation was 
successful, even if only momentarily so, but one could hardly expect 
more, as the circulation of such a highly differentiated organ as the 
ovary is, must necessarily be very precarious in its new environment, 
hence its short-lived existence. The ideal would be to perform with 
the transplantation an arterial anastomosis—but the latter appears 
difficult if not impossible. The menstruation, which in spite of the 
patient’s denial is evidently lessening, is probably still as marked as 
it is, owing to the congestive condition of the retroverted fundus. 
Both the congestion and the defective ovarian secretion play a 
distinct réle in the production of the “fits.” The broad ligament 
fixation has proved itself, as it has done with the same operation 
when performed anteriorly, to be unreliable; a good uterine ventro- 
fixation would certainly have been preferable, and in all probability 
would have benefited the patient more permanently. 
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REVIEWS OF CURRENT LITERTURE. 


A Year’s Gynzxcological Disinfection without Soap and Water. 


O. v. Herrr, Basle (Deutsche m. Wchns., 1909, No. 10), has obtained excellent 
results in the healing of wounds under the following method of disinfection: The 
skin is rubbed for 4 minutes with 50 per cent. alcohol-azetone; is for one minute 
submitted to the action of alcohol and pure azetone, is then dried and sprinkled with 
chirosoter or dermagummit. 

Painting with tincture of benzoin may take the place of the pure azetone. On the 
day before the operation the patient has a bath and is shaved (or the hair removed 
with a depillatory powder); no wet dressing is applied after the operation, only 
dry swabbing. v. Herff endeavours to remove the superficial germs, but those only, 
as efficiently as possible. The drier the skin is kept, the less do the deeper germs 
come up to the surface. [Chirosoter, is a solution of wax in carbon tetrachloride, used 
by Klapp and Donitz to spray on the skin, the field of operation, and the hands of 
the operator, covering them with a thin layer of wax which fixes almost all patho- 
genic germs. The hands are previously cleansed with soap spirit or alcohol as the 
wax will not adhere to moist skin. Merck’s Annual Report, 1907. Dermagummit, a 
sterilized solution of vulcanized cautchouk., prepared by Degen and Kuth, Diiren.] 


Spinal Analgesia. 

M. Srravss, Greifswald (Deutsche Zeits. ¢. Chir., Bd, 99, Ht, 1—4), in a most 
laborious and comprehensive essay has collected 22,717 cases of lumbar anesthesia. 
There were 46 deaths, but 19 are not to be attributed to the anesthesia, the mortality 
of which is therefore 1: 2524. There was serious collapse in 92 cases; respiratory 
paralysis in 12. Tropacocain is at present the least dangerous drug for spinal 
analgesia, although it may lead to various complications and sequele, or even cause 
death. A dose of 0°06gm, seems to be sufficient and should, if possible, not be 
exceeded. The surest and least dangerous means of extending the analgesia upwards 
is by raising the pelvis and by withdrawing a considerable quastity of fluid. The 
addition of adrenalin to the injection is hurtful rather than helpful. The average 
duration of the analgesia is one hour. Accurate technique and the judicious selection 
of cases is of extreme importance not only in obtaining analgesia but also in avoiding 
accidental complications and sequel. The method is indicated in aged and feeble 
patients, in pulmonary diseases not tuberculous, and in diabetes. It is contra- 
indicated in patients less than 15 years of age and by neuropathic and psychopathic 
conditions, by diseases of the brain and spinal cord and by septic processes. It 
should be used with great caution in tuberculous diseases, syphilis, renal disease, and 
in advanced arteriosclerosis, especially of the cerebral vessels. 


Lumbar Anesthesia in Gynecology. 

Gorn (Gyndkologische Rundschau, 1909, Heft 2) reports: The technique of the 
injections was that used by Tuffier, except that the patient occupied the sitting 
posture, and only a drop of cerebro-spinal fluid was allowed to escape. The stovain 
solution used was of higher specific gravity than the cerebro-spinal fluid. A hypo- 
dermic injection of morphia was given half an hour before the spinal anesthesia was 
induced. Seventy-two cases were operated upon by this means, 26 by laparotomy. 
Unpleasant accompaniments such as vomiting, bradycardia, heart weakness, occurred 
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on 12 occasions, and in two patients death occurred from respiratory paralysis. There 
was complete anesthesia in 61 cases. In the two fatal.cases there were malignant 
ovarian tumours and ascites. E, Scott CaRMICHAEL, 


Fracture of the Canula in Puncture of the Spinal Canal. 


Lirraver (Zentralb. f. Gyn., 1909, No. 5, p. 185) reported to the Leipzig 
Obstetrical and Gynecological Society that in puncturing the spinal canal of a 
patient in the sitting posture, the needle in the first instance encountered a bony 
resistance, but afterwards entered the canal, as was proved by the oozing of about 
lcm. of clear fluid. As the outflow suddenly ceased he withdrew the canula and, 
by comparison with its mandrin, found that 3cm, of the distal end of the tube were 
wanting. The point of the needle has now been for about 2 yeats in the woman’s 
back without, as he learned quite recently, causing any trouble whatever. Her family 
physician is carefully watching the case, and if any such trouble appears operative 
interference can be immediately undertaken. Klein has reported a similar case in 
which the point of the needle was extracted after the removal of one vertebral arch. 
Littauer could not say where the needle point lay, as he had refrained from an 
X-ray examination, lest it might cause subjective symptoms in the very sensitive 
patient who is quite unaware of the accident. The accident must be attributed to the 
fact that the canula, made exactly after Braun’s model, was only 1:2mm. in thick- 
ness; Littauer has therefore adopted canule from 1°4 to 15mm, in thickness, and 
has not had any breakage in 78 later cases of puncture of the spinal canal. Never- 
theless, he thinks it would be wiser to use canule of piatinum or gold iridium in 
spite of their higher price. (18m.). 


Zweirex said that if such an accident had happened to him, his anxiety for the 
patient would probably have led him to cut away the next higher spinous process 
and try and find and remove the point of the needle. He could not suppose, with 
Littauer, that the point was still in the membranes of the cord, he would rather 
think that, owing to the patient’s stretching, the spinous process was bent downwards 
and that the canula was half broken and, when withdrawn, broke in two, so that the 
point was left sticking in an interspinal ligament or, if the puncture was somewhat 
to one side, in a ligamentum flavum. So situated it might become encapsuled, but 
within the membranes of the cord its presence would be most serious, Such an 
accident had never occurred in his experience, but he had always been afraid lest it 
might happen if the sudden pain caused the patient to extend the spine and, there- 
fore, he insisted that at the moment of puncture the patient should be bowed 
forward and kept still. He employed Bier’s canule, which were much thicker, but 
no operator is perfectly secure from such an accident, since it depends to some 
extent on the reliability of the instrument maker and the compliance of the patient, 


LieBoLp mentioned a case of his own: a workman who, in his eighteenth year, had 
been stabbed with a knife between his fifth and sixth thoracic vertebrae. The wound 
healed so well that he thought no more about it. Yet, in his furty-third year, he had 
trouble in both legs, which ultimately led to well-marked symptoms of a transverse 
lesion. Roentgen examination and consequent operation disclosed 3cm. of a knife 
blade in the spinal canal; it had not wounded the medulla, but by causing pressure 
had led to degenerative processes. He thought the removal of such foreign bodies 
in or about the spinal canal, directly indicated. 


WinpscHerp did not think the canula lay in the cord or meninges, or it would 
have caused either symptoms of paralysis or at all events pain. As long as the 
patient had no trouble he did not consider interference necessary, but would advise 
operation directly any symptoms, especially any paresthesia, appeared. 
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Elephantiasis Vulvz. 


J. 8. Manson (Lancet, 1909, vol. i, p. 539) records a case of elephantiasis vulve 
in a married woman aged 42. She complained of large growths between the legs 
which interfered with sitting down. There had been a gradual and painless enlarge- 
ment for four years and, on several occasions, there had been retention of urine. 
On separating the thighs three large growths were seen attached to the vulvar region, 
The lateral growths were each about the size of a cocoanut and hung by a broad 
pedicle from each labium majus. The middle growth was smaller and attached to 
the left labium minus. The right labium minus was thickened but did not present 
any prominent tumour. The surface of the growths was irregularly nodulated and 
covered by unbroken skin, lodging much decomposing secretion of an offensive odour. 
The masses were amputated and there has been no recurrence. Histologically the 
growths were composed of fibrous tissue with enlarged lymph spaces and groups of 
small round cells congregated round the blood-vessels. Frank E. Taytor. 


Pediculate Superficial Thrombus (?) of the Vagina. 


Funck-Brentano (La Gynécologie, March 1909, p. 125) read a paper in January, 
before the Société d’Obstétrique et Gyn. de Paris, in which he describes a case of 
this rare condition. The patient, towards the end of her first pregnancy, came for 
advice to the Maternité de Saint-Antoine, and the physician who examined her 
noticed nothing abnormal. Six days later she attempted to lift the foot of a heavy 
table, crouching down to do so, and felt something protrude from the vulva. She 
came back to hospital and the swelling was found to be a tumour about the size of 
a hen’s egg, and in appearance like a loop of strangulated bowel; it was attached to 
the middle line of the posterior vaginal wall for a distance of 4cm., beginning 2cm, 
above the fourchette. There were varicose veins on the legs and on the vulva, 
especially on the left side. An attempt was made to shell out the tumour, but the 
walls were so thin that it was simply cut away along the line of its “meso,” which 
was formed merely of the superficial layer of the vaginal mucosa. The wound was 
not sutured. Histologically the tumour was found to consist not of blood clot alone 
but of organised cellular tissue broken up by the infiltration of blood : it was covered 
by slightly altered vaginal epithelium. There is naturally a venous plexus at this 
part of the vagina in pregnancy, and Funck-Brentano is of opinion that the rupture 
of one of the vessels is caused by the projection forward of the posterior vaginal 
wall, due to the contraction of the levator ani, acting through the rectum. He does 
not believe in the hypothesis of Budin that the hematoma is formed in the inter- 
miillerian septum, as this disappears from below upward. 

In the subsequent discussion Pinard and Doléris objected to the name thrombus, 
and the latter did not understand how a simple thrombus under the mucosa could 
become pediculate so quickly, nor could it be caused by the weak action of the 
levator ani. E. H. L. O. 


An Artificial Vagina formed with the aid of a transferred portion of 
small Intestine. 


M. Mort, Ise, Japan (Zentralb. f. Gyn., 1909, No. 5), has practically carried out 
a suggestion made by Haberlin two years ago. In a girl, aged 24, with a rudimentary 
uterus and hardly any vagina, he performed laparotomy: he cut out a piece of the 
small intestine and re-united the cut ends of the bowel; he then closed one end of 
the excised portion and diverting the other downwards through the opened pouch of 
Douglas, stitched it to the introitus vagine. The patient, after 4 weeks, was 
discharged in good health with a new vagina 8cm. long and of two fingers’ calibre. 
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The Physiology of the Female Genital Organs. 

W. Brarr Bett and P. Hick (Brit. Med. Journ., 1909, vol. i, pp. 517, 592, 655, 
716, 777). In this series of papers Blair Bell and Hick summarize the results of 
extensive researches in gynecological physiology. The subjects dealt with are :— 

1. General Calcium Metabolism. The method devised by Blair Bell for estimating 
the calcium content of the blood is described, and the conclusion drawn that lime 
salts are necessary not only for the construction of the body and its growth, but, 
also, for keeping it healthy and in repair, and for the reproduction of the species. 

2. Menstruation. The authors consider that (1) menstruation is dependent on 
calcium metabolism; (2) that hemorrhage into the Graafian follicle may be coinci- 
dental, but that rupture of the follicle is not responsible for menstruation; (3) that 
the bleeding from the uterus is due to lowered coagulability of the blood and to 
diapedesis of leucocytes and corpuscles through the walls of the capillaries, and that 
the leucocytes carry calcium from the glands; (4) that the uterine glands excrete 
calcium and mucin; (5) that there is a correlation between the ovaries and uterus in 
reference to menstruation, but that the ovary is no more predominant than other 
ductless glands; and (6) that menstruation per se is not a necessary adjuvant or 
concomitant to fertility and reproduction. 

3. The Correlation of the Uterus and Ovaries. (a) As regards the effects of odpho- 
rectomy upon the uterus: (1) In young animals it causes the uterus to remain 
infantile; (2) in adult animals it causes first atrophy of the myometrium and sub- 
sequently atrophy of the endometrium; (8) functional ovaries may co-exist with 
infantile uteri. (8) Odphorectomy during pregnancy was invariably followed by 
abortion. (4) Hysterectomy with subsequent examination of ovaries gave negative 
results. (§) The effects of ligature of the uterine cornua were also studied. 

4. Uterine contractions were recorded by means of a special uterine cannula and 
recording bellows. In the non-pregnant and non-menstruating uteri there are no 
contractions, whilst menstruating and pregnant uteri are in a state of more or less 
regular expulsive contraction. The effects on the uterus of intravenous injections of 
the following substances were also determined and recorded :—ovarian, thyroid, 
pituitary, adrenal and placental extracts, uterine secretions and calcium salts. 

Frank E, Taytor. 


The Changes in the Gland-epithelium of the Uterine Mucous 
Membrane during the Interval and the Premenstrual Period. 
Scuroeper (Archiv f, Gyn., Bd. lxxxviii, p. 1) bases this paper on the examina- 
tion of 59 specimens of uterine mucous membrane, 57 of which were obtained by 
curettage, and 2 after extirpation of the uterus. The specimens were taken from 
two to twenty-eight days after the onset of menstruation. His conclusions are: 
The glandular epithelium of the uterine mucous membrane undergoes the following 
changes: eleven days after the onset of menstruation substances which do not stain 
are found in the protoplasm of the cells, first in the form of small drops; these 
increase in size and finally break through the zone of cells and are poured into the 
lumen of the gland. Simultaneously with these changes are others, in which the 
protoplasm at the periphery of the cells stains easily with hematoxylin, forming 
granules which are also poured into the lumen. The glandular epithelium is almost 
at all times capable of secreting mucous. The secretion increases when the glands 

swell. He looks upon the small unstainable and stainable bodies as mucous. 

H. T. Hicks. 


Clinical and Anatomical Researches on Endometritis. 
M. Henxet, Greifswald (Zentralb. f. Gyn., 1909, No. 6), on the basis of examina- 
tion of the débris of 300 abrasions with the curette, opposes the opinion expressed 


by Adler and Hitschmann that there is no ground for using the term endometritis © 
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glandularis, and he is not able to agree with the theory of menstruation advanced by 
those authors nor with their view that the demonstration of plasma cells should be 
made the criterion of endometritis. He admits that they have done most meritorious 
work in drawing attention to the physiological alterations to which the endometrium 
is liable, and to the fact that certain physiological alterations in the uterine mucosa 
have been erroneously accepted as pathological. Beyond this, in his opinion, their 
conclusions are not warranted. 


Endometritis Glandularis. 


ScuicKee, Strassburg (Beitrdge f, Geb. u, Gyn., Bd. xiii, H, 3, 8. 358), on the 
ground of his researches, adheres to the old ideas on endometritis glandularis for 
certain cases. This affection is in no way dependent on the premenstrual or menstrual 
epochs, but is so upon secondary alterations of the mucosa in certain morbid affections 
of the uterus itself, inflammatory diseases of the adnexa, or displacements of the 
uterus. In all these conditions there is a venous hyperemia of the endometrium 
which leads to the recognized changes in the glands and stroma. Metrorrhagia and 
menorrhagia are clearly dependent upon the congestion of blood, and the discharge 
upon the increased nourishment and secretion of the glands. In the absence of the 
primary affections above mentioned, curetting the uterus showed that the uterine 
mucosa was either normal or in the premenstrual condition. Therapeutically it is the 
primary affections that must be dealt with. Curettage is merely of diagnostic 
importance, 


Acute Inversion of the Uterus. 


A. W. Hotruvusen (Brit. Med, Journ., 1909, vol. i, p. 204) delivered with forceps 
an unreduced occipito-posterior presentation in a primipara. Only an uterine 
contraction occurred during the first half-hour after delivery, and 1c.cm, of ergotin 
was then given hypodermically. The uterus remained soft for half-an-hour longer, 
when a sudden violent and painful contraction occurred. This was immediately 
followed by the protrusion from the vulva of the inverted uterus with the placenta 
attached. This was peeled away and the uterus was manually replaced. It was quite 
atonic, and reinverted on withdrawal of the hand. Hemorrhage was severe and 
was controlled by bimanual compression maintained for half-an-hour, when 
the uterus began to retract, a further lc.cm, of ergotin having meanwhile been 
injected. Saline infusion was necessitated by the collapse. The patient recovered. 
The placenta was of the battledore variety, appeared to be centrally situated on the 
fundus, and was not morbidly adherent. The cord was 134in, long and was cnce 
coiled round the child’s body, having a “ practical” length of about 6 in. 


Inversion of the Uterus. 


E. Hay (Brit. Med. Journ., 1909, vol. i, p. 402) reports: A secundipara, aged 22, 
was attended in labour by an untrained midwife, who summoned the doctor. On his 
arrival the uterus was completely inverted and lying outside the vulva. The placenta 
was peeled off and the uterus was replaced. The patient was in a state of extreme 
shock, but saline solution was injected subcutaneously and strychnine and stimulants 
were administered and she recovered. The midwife denied making traction on the 
cord, but stated that it was twisted round the neck of the child when it was born. 


H. G. H. Crarkson (Brit. Med. Journ., 1909, vol. i, p. 598) met with two cases 
of inversion in six months. 

Case 1. In a primipara, aged 23, the first two stages of labour were normal, but 
the placenta, upon its expulsion, was found attached to an inverted uterus. It was 
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speedily separated and the uterus was replaced. Although the patient appeared in 
danger of imminent dissolution she made a splendid recovery, 

Case 2. In a secundipara, aged 30, with hip-joint disease and a weak heart, 
labour was tedious and forceps were employed. There was some hemorrhage and the 
vagina was found to be occupied by the uterus as well as the placenta. The latter 
was removed and the uterus was replaced. The after effects seemed more attributable 
to hemorrhage than to disturbance of the parts. Six weeks later the patient died 
from cardiac debility and anasarca, Frank E,. Taytor. 


The Permanent Results of the Alexander-Adams Operation for 
Uterine Retroflexion and Prolapse. 

R. Pavtti (1.D., Strassburg, Zentralb. f. Gyn., 1909, No. 8) reports upon 117 cases 
in which the Alexander-Adams operation was performed, in 44 combined with plastic 
measures, and in 73 by itself; all the patients when discharged were anatomically 
cured, and only 6 complained of subjective troubles, 

Subsequent examiration was made, from 4 months to 34 years later, of 54 patients, 
who had undergone the simple Alexander-Adams operation only and of 28 more who 
had also been operated upon for prolapse. Retroflexion had recurred in 4 out of 81 
available cases (4:9 per cent.); of the patients without recurrence 16°6 per cent. 
complained of subjective troubles, in some instances of an hysterical nature; there 
was only one case of post-operative hernia. Pregnancy occurred in 24°6 per cent. of 
the cases and, in the 21 labours, only 2 required artificial aid and another a 
perineal tear to be stitched up. Of 26 women who had undergone plastic operations 
on the vagina and perineum, 6 had slight recurrence, and one a serious vaginal 
prolapse. Only 2 of these women complained of any trouble and they were able to 
do their work. Artificial aid in labour was only wanted in one of the 10 women who 
became pregnant. On the ground of his researches Pauli concurs in Fritsch’s dictum 
that when the uterus is mobile the Alexander-Adams operation gives just as good 
results as ventral fixation. 


Ventral Fixation of the Vagina after Removal of the Uterus. 


Kistner (Zentralb. f. Gyn., 1909, No. 3, p, 113) reports two cases in which 
anterior fixation after removal of the uterus was performed in his klinik in the way 
recently suggested in a dissertation of Weber’s edited by Fraenkel. The first patient, 
aged 59, after seven confinements, had undergone total hysterectomy for prolapse, 
nevertheless, when examined on June 6, 1904, she had total prolapse of the vagina, 
severe cystitis, incontinence, and indurated infiltration of the vesicovaginal wall. 
Laparotomy was performed on June 22, but it was not without difficulty that the 
spot could be defined at which the uterus had formerly been cut away from the 
vagina, and on that account that part of the bladder anterior to it was fixed to the 
peritoneum with three silk and one catgut suture. On account of the miserable 
condition of the patient the addition of any plastic operation on the vagina was 
postponed. She made an uninterrupted recovery and the cystitis rapidly got well; 
the result was satisfactory. The second patient was 49 years old, and had had five 
children, the last 12 years previously. Abdominal hysterectomy was performed in 
1907 for a large multinodular fibroma, and the operator, Dr. Hannes, fixed the new- 
made fornix vagine and its peritoneal covering to the anterior abdominal wall with 
four catgut and one silk suture. 


In the discussion on the above: FraENKEL admitted that these cases showed that 
the theoretical proposal he had made in 1908 had been anticipated and carried out 
successfully by Kistner. He had himself operated on two women in the same way : 
in both of them the stretched and completely inverted vagina, partially filled with 


| 


334 Journal of Obstetrics and Gynecology 


abdominal viscera, hung down between the thighs with the scar of the hystecectomy 
at the apex of the prolapse. It seemed to him’ to be questionable whether the in- 
dications for ventral fixation of the vagina might not be extended to cases in which 
the uterus was still present but there was marked descent of the upper part of the 
vagina. 


v. Frangus&, while he considered the linea alba specially adapted to be the seat 
of the fixation would nevertheless choose any other part of the abdominal wall to 
which the fixation of the vagina proved easier, and he had used the peritoneum of 
the lateral wall of the pelvis for the purpose. 


Ascu said that suspension of the vagina offered all the advantages of ventral 
fixation of the uterus without the evil effects that often followed : it was certainly a 
valuable addition to the means of treating recurrent prolapse. Peter Miiller had 
recommended that the uterus should be amputated and the stump of the cervix fixed 
to the abdominal wall. Extirpation of the uterus by itself had never been recom- 
mended as a cure for prolapse, he had himself long ago proposed it as a supplement 
to resection of the vagina and had then laid great stress on the suspension of the 
remaining vagina to the stumps of the broad ligaments, 


Bavo referred to his publication in the Archiv. fiir Gyndkologie reporting his use 
of colpopexy and the importance of dealing directly with Douglasocele. 


M. Gersuun, Kief (ibidem, No. 11, p. 381), reports the case of a woman 48 years 
old, who had never been pregnant, and had been a widow for 12 years. She had 
undergone total hysterectomy for prolapse in 1900, and an illustration in the text 
shows her condition with prolapse of the vagina, the scar of the hysterectomy and an 
inguinal hernia on the right side. On December 18, 1907, Pissemski performed 
Bassini’s operation for the hernia, before completing which an attempt was made to 
lift the apex of the prolapse into the wound, but this was unsuccessful, as the vagina 
was too short. Ventral fixation of the vagina was therefore performed by laparo- 
tomy. The woman made a good recovery and left the hospital on January 10th 
perfectly well. Gershun insists that the best treatment for prolapse of the uterus 
is ventral fixation with operations for narrowing the vagina; the results of this 
treatment in the Kief Klinik have been very satisfactory. 


Bloodless Hysterotomy. 

Arrnur E, Herrzter (Journ. Amer. Med. Assoc., 1909, vol, lii, p. 861), describes 
a method of controlling hemorrhages from the uterus while performing myomectomy, 
which might be useful in certain cases. The procedure consists in applying to the 
‘broad ligaments on either side of the uterus a Moynihan’s clamp, in which it is 
hoped to catch both the ovarian and the uterine artery. © C. Nepean LoNncRIDGE. 


Artificial Anemia of the lower half of the body in Obstetrics and 
Gynecology. 

O. Horunsg, Kiel (Zentralb. f. Gyn., 1909, No, 10), reports two cases of atonic 
uterine hemorrhage successfully treated by Momburg’s method of artificial anemia; 
the hemorrhage in one case supervened on the evacuation of a hydatid mole, in the 
other on atony after delivery in a case of flat pelvis. In each instance the bleeding 
was promptly and permanently arrested. In the second case there were violent pains 
in both legs, but these disappeared and left no sequele. Hoehne points out that the 
application of the tube was followed immediately, not only by the arrest of the 
hemorrhage, but by energetic contraction of the uterus and a marvellous improvement 
in the circulation of the blood in the most vital organs; the radial pulse became 
slower and more full, the breathing easier, and the cerebral anemia was relieved. 
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He recommends the method as the simplest and safest means of controlling serious 
hemorrhage from the lower half of. the body, and for avoiding any loss of blood 
therefrom in operations on exsanguined or anemic persons: for the treatment of 
hemorrhage in the third stage of labour, especially for preventing loss of blood after 
the birth of the child in cases of placenta previa; moreover, it renders unnecessary 
the intragenital measures for arresting hemorrhage which are apt to be carried out j 
hastily and therefore not aseptically. It will perhaps do away with manual detach- f 
ment of the placenta in many cases, as the uterus promptly reacts to the arterial 
anemia by intense contraction, and, in the cases in which the placenta must still be 
detached by hand, it will allow of this being done deliberately with the most careful 
antiseptic precautions (cf. Sigwart, ante, April, p. 282). 


Torsion of the Pedicle of a Fibromyoma of the Broad Ligament. q 

E. C. Bevers (Zancet, 1909, vol. i, p, 536) records two cases admitted to hospital i 
in the same month :—Case 1. A single woman, aged 41, after suffering from in- ¥ 
definite abdominal pains for eight months, was attacked by severe cramp-like pains 
in the lower abdomen, and vomiting. A movable tender swelling was found rising 
out of the pelvis above the right Poupart’s ligament. Vaginally, a tender swelling 
behind the uterus seemed to be connected with the abdominal tumour. At operation, 
a large pedunculated tumour springing from the right ovarian ligament was removed. i 
It was a fibromyoma with a cavity containing degenerating blood clot, and had a 
long pedicle twisted once, but not strangulated at the time of operation. Case 2. A 


| 
married woman aged 44 suffered from abdominal pain for nine months. While stoop- f 
ing down to sweep a floor, fourteen days before admission, she experienced severe f 
pain and shortly afterwards noticed the presence of a tumour in the abdomen. The i 
pain continued and vomiting set in. A movable tender tumour could be felt on the i 
left side. On opening the abdomen a large tumour was found springing from the 
right broad ligament, and firmly embedded in adhesions; its exact origin was un- k 
certain on account of the adhesions. The pedicle was tightly twisted three times; : 
this was ligatured and the tumour, which was a fibromyoma, removed. Both patients 
made good recoveries, Frank E. Taytor. 


Fibromyoma Uteri complicated by Cancer or Sarcoma. 

E, McDonatp (Journ. Amer, Med. Assoc., 1909, vol. lii, p. 953) reports: In 700 
cases of fibroid tumours, malignant complications were found in 35 or 5 per cent., 
including adenocarcinoma in 20; squamous carcinoma in 6; sarcoma in 7; and ditiaten. 
epithelioma in 2. Of these 35 malignant growths, 27 (those of adenocarcinoma and 
sarcoma) were due to, or influenced by, the presence of the fibroid tumours, while 
8 cases (those of squamous carcinoma and chorion-epithelioma) were not so influenced. 
Only one of the 35 patients (one with a squamous carcinoma) was below 40 years of i 
age, the incidence of malignancy increasing markedly with each succeeding decade. 
McDonald therefore concludes that it is desirable for all patients with fibroid tumours, 
who are over 40 years of age, to have them removed. The chances are that malig- 
nancy will result in one case in every twenty between the ages of 40 and 50, one 
case in every eight between the ages of 50 and 60, and one case in every four between if 
the ages of 60 and 70. C. Nepean Loncrince. 


Multiple Calcified Fibromata and Sarcoma of the Uterus. 

Kerrrer, of Brussels (La Gynécologie, March 1909, p. 135), relates a case of a 
lady, aged 61, on whom he operated ; intending to remove a fibroid uterus by subtotal 
hysterectomy he was compelled to remove the cervix also, as the uterus was friable 
from sarcomatous change. The sarcoma recurred six weeks later in the abdominal 
cicatix and sloughed. It proved to be inoperable. E. H. L. O. 
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‘Cancer of the Uterus. 

W. B. Mouton (Jour. Amer, Med. Assoc., 1909, vol. lii, p, 851), in a paper 
partly statistical in character, deals with the early diagnosis »f uterine cancer as the 
only means of diminishing the mortality. Crimber’s results are referred to, but there 
is no mention of any practical steps being taken in America to educate either the 
public or nurses in regard to the necessity for an early diagnosis in these cases, 

C, Nepzan LoncRipcE. 


Carcinoma of Cervix; Hysterectomy; Nephrectomy; Resection 
of Small Intestine ; Recovery. 

Kennarp (Brit, Med. Journ., 1909, vol. i, p. 599) records a case of cauliflower 
growth of the cervix invading the right fornix, for which Mr. Owen performed 
‘hysterectomy on Oct. 15, 1908. The right ureter was involved along with the uterus 
and appendages. The renal end of the ureter was implanted into the bladder, 
but failed to unite and a uretero-vaginal fistula resulted, and in March 1908, the 
right kidney was removed. In April, symptoms of chronic intestinal obstruction 
developed, and Mr, Clayton-Greene explored the abdominal cavity, and found a 
growth the size of a Murphy’s button in the small intestine. A lateral anastomosis 
was effected between the two arms of the loop containing the growth, which was 
protruded through a separate opening in the loin, a Paul’s tube being inserted into 
the proximal piece of intestine, the distal end being closed. The opening in the 
loin gradually closed. The growth in the intestine was a squamous-celled carcinoma 
in the submucous coat, which is suggestive of its being secondary to the uterine 
tumour, Frank E. Tayzor. 


The Corpus Luteum and the Atretic Follicle in the Human Ovary 
and their Cystic Derivatives. 

F, Coun, Kiel (Archiv. f. Gyn., Band lxxxvii, Heft 2), in an Habilitation essay 
endeavours to explain the histogenesis of the lutein cells, upon which hitherto very 
different views have been held, by comparative researches into the origin and 
development of the corpus luteum and the atretic follicle. The material examined 
comprised the ovaries removed from one or both sides of more than 100 women 
submitted to gynecological operations and, for the sake of comparison, a large number 
of ovaries of rabbits. 

Cohn starts with the assumption, already insisted on by many other authors, that 
the form of lutein cell is not peculiar histogenetically, but merely a form characterized 
morphologically by functional changes of its protoplasm. As a matter of fact com- 
parative histogenetic examination of the corpus luteum and the atretic follicle proves 
that the lutein cells in these two bodies are derived from different tissues, that is 
to say, the characteristic lutein elements of the yellow body from the epithelium of 
the granulosa (granulosa lutein cells), and the lutein cells of the atretic follicle from 
the large connective tissue cells of the theca interna folliculi (theca lutein cells). In 
the human corpus luteum, in addition to the granulosa lutein cells, of this distinctly 
differentiated layer, a second form of lutein cell, derived from the theca, may be 
demonstrated, and is almost invariably to be found in more or less profusion, even 
in the fully developed corpus luteum. The coincident presence of two different kinds 
of lutein cells, close to each other, is evidently a proof that the origin of all lutein 
cells is not uniform. The theca lutein cells of the yellow body may be looked upon 
as the matrix for the subsequent invasion of the corpus luteum by connective tissue. 
In accordance with its own characteristic lutein elements (granulosa lutein cells) the 
corpus luteum is essentially an epithelial structure. On the other hand the atretic 
follicle is composed exclusively of the theca lutein cells of connective tissue origin. © 
The proliferation of the theca lutein cells is especially intensive during pregnancy, it 
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is, however, not a phenomenon specific of gestation but proceeds under hyperemic 
conditions of the genitals and also under quite normal circumstances. 

There are also differences in the structure of the corpus luteum and that of the 
atretic follicle in regard to the direction of growth of the lutein cells, and in their 
external boundaries. In the yellow body the growth of the lutein cells is always 
centripetal, since outwardly the theca externa forms a firm limitation. In the atretic 
follicle there is no definite outer limitation and the theca lutein cells grow centri- 
fugally into the surrounding stroma. 

The corpora albicantia, considered as products of the involution of corpora lutea, 
are distinguished by the compactness of their hyaline substance. On the other hand, 
the involution of the atretic follicle leaves merely a narrow hyaline frill formed from 
the innermost layers of the theca, while most of the theca lutein cells revert into 
stroma cells. 

Hemorrhage into the human corpus luteum is considered a regular occurrence, but 
a recorded instance of profuse intra-abdominal flooding proves that such hemorrhages 
may endanger life. The formation of a large cavity in a corpus luteum has been 
described as a not uncommon occurrence. The peculiar lutein cysts of large size, on 
the other hand, are not derived, as hitherto supposed, exclusively from corpora lutea, 
but may develop from cystic forms of atretic follicles. Lutein cysts of the ovaries, 
in cases of hydatid mole, of which Cohn examined specimens from four cases, could, 
as regarded their origin, be traced to atretic follicles, and another lutein cyst 
invested with epithelium probably originated in the same way. Hyperemia of the 
genital region may be accepted as one cause of the occurrence of lutein cysts; Cohn 
examined 30 such cysts, and was able to demonstrate processes leading to hyperemia 
in regard to 20. Follicle cysts are not on principle to be classed apart from lutein 
cysts; they represent cystic atretic follicles without the formation of theca lutein 
cells. Finally, Cohn explains how large suppurating cavities may arise from the 
coalescence of several smaller lutein abscesses, 


Ovarian Cysts developing after Subtotal Hysterectomies for 
Fibroids. 


Broun (Amer. Journ, Obstet., February 1909) recently read, before a meeting 
of the Section of Obstetrics of the New York Academy of Medicine, a communication 


on abdominal sections for removal of pathological conditions following conservative ; 


operation on the parts on a previous occasion. He describes two cases in his own 
experience in which subtotal hysterectomy had been performed and one ovary saved; 
in one, myomectomy had been undertaken previously, but the fibroid growth continued 
to develop. The first patient, 39 years old, suffered from a bad incisional hernia, and 
Broun detected a cystic tumour to the left of the cervix. He operated two years 
after the hysterectomy had been performed and five after the same patient had 
undergone myomectomy. He found very dense adhesions in the pelvis and removed 
the remaining ovary which, somewhat under four inches in diameter, was the seat of 
a unilocular cyst of the type of a distended Graafian follicle. The incisional hernia 
was repaired. Broun’s second patient underwent subtotal hysterectomy for a multiple 
fibromyoma with hemorrhages. An ovarian cyst developed about a year later. He 
removed it, and described it as a unilocular cyst having the appearance of an 
enormously distended Graafian follicle. Broun insisted that neither this nor the 
ovarian tumour previously removed showed any trace of true adenocystic tissue, and 
attributed their origin to some disturbance in the return circulation of the ovary, the 
result of hysterectomy. ABan Doran. 


Ovarian Mucous Cyst with Dermoids. 
. J. L. Curert (Rev. Mens, Gyn. Obstét, Pédiat., 1909, No. 1, p. 24) operated 
successfully for symptoms of torsion of an ovarian cyst in a girl of 14. The cyst was 
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removed and the tube was resected. The tumour was formed of a single mucous 
cyst with a seed-bed of dermoid cysts in the connective tissue separating the internal 
wall of the cyst from its external envelope; the volume of these dermoids varied 
from that of a grain of millet to that of an almond. 

The histological examination showed that the dermoid growths were in process 
of active proliferation, a condition which is rarely found, in this stage of their 
evolution, in the adult. It also disclosed the presence of a quantity of cells re- 
sembling epidermic cells, in the peritoneal investment of the tube. The parovarium 
had far more dilated cavities than normal (51 in one section) lined with cylindrical 
epithelium. 


Primary Ovarian Actinomycosis. 

E. Taytor and W. E. Fisner (Lancet, 1909, vol. i, p. 758) consider that 
actinomycosis of the ovary is a gynecological curiosity, as only six cases have been 
recorded, all, in their opinion, examples of secondary actinomycosis, whilst in the 
following case the ovary was the primary and only seat of the disease. A single 
woman, aged 34, had suffered from abdominal pain for four years. She was then 
seen by a physician, who found the right ovary enlarged, and diagnosed an ovarian 
cyst. The patient declined operation. She began to sweat profusely at nights and 
this symptom continued. Twelve months later there was dysuria with the passage 
of blood and pus in the urine for three months. The patient’s condition gradually 
got worse and she was admitted to hospital in June 1908. A pelvic tumour of even 
consistence and free from tenderness was incarcerated below the pelvic brim. There 
was intermittent pyrexia, the evening temperature reaching 103°F. Cceliotomy was 
performed, both uterine appendages being removed along with the tumour, which 
was firmly adherent. After a stormy convalescence the patient made an excellent 
recovery. The tumour was of a uniformly greenish-yellow colour, and measured 
(after hardening) 23in. x 23in. x33in., and weighed 730z. Its surface was tuberose 
and in places as if worm-eaten. On section uniform yellow pus, free from granules, 
exuded from numerous points, the cut surface in structure resembling a honeycomb, 
and near one pole there was an abscess cavity the size of a walnut. Cultures of the 
pus remained sterile. Sections stained by Gram-eosin showed masses of a strepto- 
thrical mycelium which retained the Gram stain. Taylor and Fisher consider the 
source of the actinomyces to be doubtful, but suggest some cryptogenic focus from 
which the fungus entered the blood stream and then deposited in the ovary, giving 
rise to a primary ovarian actinomycosis. Frank E. Taytor. 


Ovarian Opotherapy. 

Datcut (La Gynécologie, March 1909, p, 113), physician at the Pitié hospital, 
reprints this article from the 7'raitement Médical des Maladies des Femmes of Robin 
and Dalché. Ovarian substance may be administered in various forms: as the powder 
of desicated ovaries of cows, sows or ewes; as the dried and powdered extract of 
peptonized ovaries; but both these forms are insoluble and inconvenient; as a 
glycerine 20 per cent, extract for subcutaneous use, in doses of one to one and a half 
grammes per day; fresh ovaries minced may be given in broth‘or in unleavened bread, 
but are repugnant to most patients in this form; finally it may be exhibited as a 
pure extract in the form of powdered corpus luteum. The various conditions which 
indicate the prolonged use of ovarian extract are: Ist. Ovarian dystrophy characterized 
by ovarian insufficiency, or by hyperactivity, or by irregular action, or by the 
periodic headaches of puberty. 2nd. What Dalché calls polyglandular syndromes, 
due to the inter-relation of the various internal-secretion-glands such as the thyroid 
and suprarenals; along with these he mentions “hyper-” and “hypo-hypophysy,” to 
the first of which is due the acromegalic appearance of girls at puberty; in all these 
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conditions Dalché claims that ovarian extract by itself is able to control the functions 
of these other organs. 8rd. Various menstrual troubles, such as amenorrhea and 
dysmenorrhea if of ovarian origin; metrorrhagia on the contrary will probably be 
aggravated, and organic diseases of the pelvic organs will not be relieved. 4th. 
Chlorosis and anemia. 5th. Exophthalmic and simple goitre. 6th. Obesity, Dercum’s 
disease, sclerodermia and, with doubtful results and paradoxically, in osteomalacia. 
7th. Chronic rheumatism, for the treatment of which thyroid extract may be added 
as in the diseases mentioned under number 6. 8th, Various psychical disturbances, 
such as those of puberty and of natural or postoperative menopause. E. H. L. 0. 


Primary Cancer of the Fallopian Tube. 

Dexaunay (Paris Chirurgical, 1909, vol. i, No. 1) reported, at the February 
meeting of the Société des chirurgiens de Paris, an instance of cancer of the tube 
which was probably primary. A woman, aged 52, had been subject to an ovarian 
tumour for two years, and it was allowed to grow very big. The menopause had 
been complete for four years, and there was no vaginal discharge of any kind. 
Delaunay performed ovariotomy in May 1908, removing with perfect ease a large 
cyst of the left ovary, which showed no sign of any solid growth, and contained 
clear deep-yellow fluid, probably charged with cholesterine. The right Fallopian 
tube and ovary and the uterus were apparently normal. The left Fallopian tube lay 
high up on the surface of the ovarian cyst, to which it was strongly adherent. It 
was as big as a man’s thumb and its walls were pale, thick and firm, as in cases of 
chronic inflammation. The fimbriz were very thick, and on laying open the canal 
the plice were found greatly hypertrophied. The specimen was sent to the Institut 
Pasteur, where Dr. Borel examined it, and reported “incipient cancer of the tube.” 
No mention is made of the microscopical appearances, nor of the ovarian cyst. In 
September signs of recurrence were noted and the patient died in November 1908, 
with malignant growths filling the abdomen and extending to the parietes. In the 
course of the discussion which followed the reading of this report, Delaunay stated 
that the tubal canal contained no serum, pus or blood, and that he intended to have 
the ovarian cyst carefully examined. He regretted that he had not amputated the 
uterus and the right appendages when he removed the left ovary and tube. The 
chances of malignancy are high in ovarian tumours in patients who have passed the- 
menopause. 

Bonamy agreed with him, and added that when performing a double ovariotomy 
he removed the uterus as well, considering that it was useless and dangerous if left 
behind shorn of its appendages, AxBan Doran. 


Primary Carcinoma of the Fallopian Tube. 

C. C. Norris (Surgery, Gynaecology and Obstetrics, March 1909) reports a case in 
which he removed the uterus and its appendages for pelvic inflammatory disease, but 
found, on microscopical examination, papillary carcinoma of the right tube, which 
macroscopically simulated a hydrosalpinx. The patient was only 27 years old. 
Two years previously, after the birth of her second and last child, she had suffered 
from what was apparently an attack of pelvic peritonitis. A second similar attack 
occurred one year afterwards. Menstruation was normal. For five months there had 
been a profuse watery discharge, occasionally brown in colour. There is a detailed 
description and a macroscopical and a microscopical illustration of the pathological 
findings. Norris has discovered twenty-three cases in the literature since 1904, when 
Deran collected sixty-two cases. He does not give particulars of these, but he 
establishes the following conclusions :— ; 


1. Carcinoma of the tube is one hundred times as rare as carcinoma of the fundus 
of the uterus. 
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2. It is usually unilateral. About once in every four or five cases it will be found 
bilateral. 

3. Histologically, cancer of the tube may be papillary or alveolar. The papillary 
form is the more frequent. Inflammation usually precedes the cancer. The condition 
may occur as a degeneration of a benign papilloma, but is usually primarily malignant. 

4, The tumour is of rapid growth and gives early metastasis. 

5. The symptoms are watery, blood-stained leucorrhcea and atypical hemorrhage, 
usually occurring in patients between forty and fifty. The symptoms are often 
masked by those of a pre-existing pelvic inflammatory disease. The pelvic examina- 
tion usually reveals a condition simulating pelvic inflammatory disease, 

6. When operating on patients for pelvic inflammatory disease who are at the 
cancer age, the tube should be opened before the abdomen is closed, and if a 
papilloma is found, a radical operation should be performed. A tube, the seat of a 
cancer, usually resembles a hydrosalpinx until the contents are examined. 

Mites H. 


Enlarged Normal Ovary and Bifid Fallopian Tube. 

Kerrrer (La Gynécologia, March 1909, p, 139) figures an ovary apparently normal 
in form, structure and consistence, but measuring 5X3x2cm. ‘The corresponding 
tube had two fimbriated openings so formed that it was impossible to say which 
was the supernumerary one. The specimen was removed in the course of a hysterec- 
tomy for a large mycma. The two conditions were probably not causally related. 

E. H. L. O. 


Extra-uterine Pregnancy, especially in its rarer forms. 

H. Frystrerer, Vienna (Zeits. f, Heilkunde, Band xxviii, supplement), has 
written a most interesting monograph based upon 133 cases all treated by operation. 
ZEtiologically, antecedent inflammation of the adnexa did not play the important part 
so generally atributed to it. Serious changes of the adnexa were only found in 28 cases, 
slighter changes in 8. If gonorrhoea were the most important factor, most of the 
women would have been sterile, for it can hardly be supposed that gonorrhoea was 
first acquired after repeated childbearing, and 97 out of 120 women had previously 
had normal labours. Moreover, sterility does not necessarily depend on gonorrhoea. 
It is noticeable that in all cases there had been a long interval between normal labour 
and the ectopic pregnancy (7 years on the average). Since in these women the course 
of childbed had previously been normal, anomalies in the fertilized ovum must be 
factors in the causation of the ectopic pregnancy. It is remarkable that with a 
certain regularity the frequency of extra-uterine pregnancy seemed to be greater in 
the months February, March and April, and June, July and August, than in the 
others. The rare complication of simultaneous pregnancy in both tubes occurred 
only once in this series of cases, but in no less than nine cases, eight of them multi- 
pare, repeated tubal pregnancy is recorded, and eight of these women were free 
from any genital disease. The idea that such repeated ectopic pregnancies depend 
on the same cause, namely upon infection, is not true for all cases; it is based on 
the rarity of an intra-uterine pregnancy between the two ectopic ones, but this 
happened in two of the nine cases. The average interval between the two ectopic 
pregnancies was considerable (3°7 years), a fact which, with the advanced age of 
the women and their freedom from any results of inflammation, is rather in favour 
of diminishing fecundity and coincident changes in the ovum. The author also - 
quotes the few recorded cases of repeated pregnancy in the same tube, whether after 
conservative treatment or in the stump after operation. Except in one case of tubo- 
ovarian pregnancy, the seat was always the middle or outer third of the tube. He 
also discusses the interstitial form of ectopic gestation, prognostically more unfavour- 
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able, its mortality amounting to 16 per cent. ; also a single instance of intraligamentary 
gestation, which is more favourable, as rupture is not so common and the child may 
be carried to term, though this form is hardest to operate upon. Internal rupture of 
the capsule, tubal abortion, occurred in 53 cases, rupture of the tube in 24; in one 
instance both occurred, and in 20 the point could not be decided. Among the 24 
cases of ascertained rupture no less than eight ran their course under symptoms of 
slight colic without much bleeding or severe pain. Spontaneous rupture occurred in 
one woman who was waiting in the out-patient room for examination. There was 
secondary abdominal pregnancy in two cases, once after rupture and once after a 
complete tubal abortion. Radical treatment as early as possible is recommended, and 
laparotomy with a mortality of 1°8 per cent. proved better than the vaginal method 
which, in 22 cases, showed a mortality of 13°6 per cent. In 4 cases, both routes were 
used, in 3 on account of adhesions and profuse hemorrhages the vaginal way had to 
be abandoned for the abdominal, and in one, it was found impossible after laparotomy 
to detach different loops of intestine from the capsule of a hematocele, and the 
latter had to be emptied by the vagina. The mortality in 53 tubal abortions was 
2 per cent. and in 23 ruptures 86 per cent.; in 5 cases of rupture laparotomy was 
performed upon the unconscious patient without narcosis on account of profound 
collapse. The total mortality was 3°7 per cent. with 128 recoveries. The fact that 
in 35 instances of uninterrupted pregnancy laparotomy was performed without a 
single death, is a complete justification of operative treatment, 


Intra-Uterine Hemorrhage in Ectopic Pregnancy. 

A, Brinpgav (Rev, Mens, Gyn, Obstét. Pédiat., 1909, No. 1, p. 23) reports: A 
secundipara, aged 26, exactly one month after her last catamenia, was seized with 
severe pain in her hypogastrium, which after an interval of a fortnight without 
incident, returned suddenly with vomiting and syncope. She took to her bed and 
began to lose some blackish blood from her vagina. Brindeau was summoned and 
found her pale, with a pulse of 90; moreover, there was muscular resistance to 
palpation on her right side. The uterus was larger than corresponded with the date 
of pregnancy, and on one side of it there was a tumour with all the characters of a 
gravid tube. There was another crisis during the night, and in consultation Bar 
confirmed the diagnosis of extra-uterine associated with intra-uterine pregnancy. 
Transversal laparotomy was performed and the uterus was found as large as a 
foetal head; the tube was not ruptured but tubal abortion was in process. The tube 
was resected and the abdomen closed. During the second night after the operation 
the woman was much agitated and next morning presented the appearance of serious 
internal hemorrhage. In reality there had been profuse bleeding from the uterus. 
She did well, however, the uterus resumed its normal size, and the hypothesis of an 
intra-uterine pregnancy was abandoned. 

The case shows that the hemorrhage due to the expulsion of the uterine decidua 
in an ectopic pregnancy may be very considerable, and moreover may, for a time, 
accumulate in the uterine cavity, and thus be a source of mistaken diagnosis, 


Twin Tubal Pregnancy and Bilateral Tubal Pregnancy. 

L. P. McCatta (Surgery, Gynecology and Obstetrics, March 1909) considers that 
cases of multiple tubal pregnancy should be classified under four headings: (1) The 
two embryos are in one tube; (2) each tube contains an embryo; (3) one embryo is 
in one tube and two or more in the other; (4) Three or more embryos are in one tube 
and none in the other. (He mentions Professor Treub’s case, in which five embryos 
were found in one tube.) Sixty-one cases, which he has collected from the literature, 
are tabulated. He points out that in most of these cases there is a difference of 
months, or even years, in the ages of the embryos, and that some of them might be 


| 
| 
4 
i 


342 Journal of Obstetrics and Gynecology 


better classified under the heading of repeated tubal pregnancy. The following case 
is from his own practice: A woman, aged 28, who, eight years previously, had 
refused operation for what McCalla had diagnosed as double pyosalpinx, complained 
of colicky pelvic pain and continuous vaginal hemorrhage. This had been preceded 
by five weeks’ amenorrhea. McCalla did not see her until two months after the 
onset of this illness; meanwhile, she had been examined by several physicians, and 
curetted on one occasion. McCalla found a dead embryo, of about eight weeks’ 
development, in each tube. The right tube showed a small rupture. In discussing 
the diagnosis of tubal pregnancy, he points out that a bilateral tubal pregnancy might 
easily simulate a double pyosalpinx or hydrosalpinx, Mies H, Puutuirs. 


Retained Ovum. 

J. L. Strerron (Lancet, 1909, vol. i, 1909, p. 910) reports: A women, aged 54, 
underwent a radical cure for strangulated femoral hernia, and during the operation 
a large procidentia of the uterus was noticed. It was decided to perform ventral 
fixation of the uterus on recovery. At the operation a large hard lump was dis- 
covered in the left broad ligament and was removed. It consisted of a globular 
mass, five inches by three, of smooth surface and stony hardness. On section it was 
found to be a calcareous sac containing a well-formed female foetus of about four 
and a half months, in perfect preservation. The patient had been married 32 years 
and had had two children within three years of marriage and two miscarriages since, 
the last over 20 years ago. In the first miscarriage a well-formed child was passed ; 
in the second blood and clots only. Frank E. Taytor. 


Ectopic Gestation, Chorionepithelioma. 

M, O. Mack (Rev, Mens. Gyn. Obst, Pédiat., Dec. 1908, p, 459) admitted a 
woman into the Maternité suspecting an extra-uterine pregnancy having ruptured 
some days previously. Laparotomy disclosed a considerable mass in the right iliac 
fossa, which he extirpated with some difficulty, and considerable hemorrhage, which, 
however, was arrested by Mikuliz’s tamponade. The patient, one month afterwards, 
suffered from vaginal hemorrhage due to a neoplasic metastasis and succumbed. At 
the autopsy it was found that the tumour had proliferated luxurantly and entirely 
filled the iliac fossa. The histological examination confirmed the diagnosis of 
deciduoma malignum (sic) to which Macé had come, although the chorionic villosities 
do not usually develop on the peritoneum, and no similar case seems to have been 
recorded. 


Tuberculosis of the Female Genital Organs. 

Srwonps (Archiv f. Gyn., Bd. lxxxviii, p. 29) gives the results of 6,000 post 
mortem examinations which lead him to the following conclusions: Tuberculosis of 
the female genital organs is found in 1°5 of all cases. It is most frequent between 
the ages of 20—30 years. In 87 per cent, the tubes are affected, in 76 per cent, the 
uterus. Tubercle of the female genital organs is most often found in cases with old 
tuberculous lesions in other parts of the body. The tubercle bacilli exude from the 
blood on the surface of the mucous membrane and cause a superficial mortification of 
the epithelium or the formation of nodules. The former process is most frequently 
found in the uterus, the latter in the tubes. Later on the disease spreads to the 
deeper layers. When the tubes are affected, there is an early stage in which tubercle 
bacilli are found in the secretion, but no changes in the walls (bacillary catarrh), In 
addition to the hematogenous form there are some cases on record in which tuber- 
culosis of the peritoneum spreads to the tubes. Primary tuberculosis of the genital 
organs through vaginal infection is extremely rare. It originates most frequently in 
the tubes, and from there uterus and peritoneum become infected. Pregnancy can 
go on, even with extensive tuberculous affection of the genital organs, but premature 
labour is frequent. H. T. Hicks. 


| 
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Laryngeal Tuberculosis in Pregnancy. 

E. Gras and E. Kraus (Wiener m. Wchns., 1908, No. 50) formulate the following 
conclusions on the basis of five years’ observation on cases in the kliniks of Chiari, 
Schauta, Kovacs and Ortner. None of the parturients died before delivery and 
pregnancy terminated prematurely in 28 per cent. of the cases. Of the children born 
spontaneously 60 per cent, died in a short time. As regards prognosis, observation of 
the weight of the patients is of value, but not as reliable as the accurate determination 
of the condition of the lungs. If the disease is advancing in the larynx and in the 
lungs, the induction of abortion in the early months is indicated, but with advancing 
disease the induction of premature labour is contraindicated, for it does not check 
the advance of the disease. In such cases, especially in diffuse ulcerative processes 
with relative stenosis, tracheotomy should be performed and may materially improve 
the laryngeal condition. It is most desirable that pregnant women with laryngeal 
stenosis should be accommodated in hospitals. 


von RostHorn (ibidem, 1909, No. 1) concurs generally with the above, but insists 
on the necessity of exact and individualizing observations. Laryngeal tuberculosis 
by itself does not justify the interruption of pregnancy in every case. Induced pre- 
mature labour is not less dangerous than labour at term, and therefore is not in- 
dicated. The induction of abortion is beneficial in certain cases and should be 
considered in serious, destructive cases complicated by fever or other diseases, 


Hyperemesis Gravidarum. 


E. H. Miter (Zentralb. f. Gyn., 1909, No. 10, S, 358), from a psychiatric point 
of view, discusses 34 cases of hyperemesis gravidarum which were treated in the 
Frauenklinik at Zurich in the years from 1889 to 1907. He considers the morning 
vomiting of pregnant women to be a psychic symptom, and that hyperemesis in itself 
is not a disease but a symptom and, moreover, in the majority of cases a psychic 
symptoms (hysteria). It must not be forgotten that pregnancy, like other reactions 
from the uterus or adnexa, or from both together, may in itself cause vomiting or 
act as a disposing cause—as a basis upon which the psychic mechanism assumes 
activity. As yet we are ignorant about these influences, 

In rare cases hyperemesis may perhaps be an early symptom of hydatid siti 
chorionepithelioma, eclampsia or puerperal neuritis. 


Pregnancy Complicated by Hzmorrhagic Small-pox, Recovery 
and Delivery at Term. 


R. Grirres, Toulouse (ev, Mens. Gyn. Obstét, Pédiat., January 1909, p. 18), 
reports: A tertipara, aged 22, whose previous pregnancies, in spite of some albu- 
minuria, had ended in spontaneous delivery at term, was attacked about the fourth 
month of her third pregnancy with purpuric smallpox, the eruption being copious 
on the upper limbs especially, and confluent in places. The mucosa of the mouth 
and vagina were likewise affected. The vaginal wall and extern genitalia were very 
edematous; urine scanty with much albumen; complete prostration; temperature 
102°6°F. A fatal prognosis was given by the medical officer in charge of the epidemic. 
Under an absolute milk diet, the systematic application of aniodol to the whole 
surface of the body, the disinfection of the mouth and vagina, and the exposure to 
red light, a marked amelioration in the patient’s condition commenced from the 19th 
day (1lth of the eruption), the temperature decreased by lysis, the eruption faded, 
desiccation and desquamation were established : some slight abscesses formed in the 
genito-crural region. The albuminuria had disappeared on the 22nd day, and the 
patient was discharged quite well at the end of the tenth week. As regards her 
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pregnancy, it was not at all affected by the onset of the smallpox, violent as that 
was. The foetus did not appear to suffer in any way, its heart sounds and move- 
ments were constantly active. There was, however, towards the close of the malady, 
a threatening of abortion, repeated uterine contractions without discharge of blood, 
and there was at the same time a return of the albuminuria and some cedema of 
the ankles. The patient, who had begun to get up, was kept at rest in bed, and 
put on a rigid milk diet again and the trouble ceased. 

The subsequent course of the pregnancy was absolutely normal, and the patient 
was delivered of a healthy child weighing about 6lb., and not showing any trace of 
exanthem. It was vaccinated next day with negative result and was discharged in 
good health. 

Survival of both mother and child after such an attack is most exceptional: the 
average statistics give a maternal mortality of 96°66 per cent, and abortion as 
happening in 93°33 per cent. of the cases, 


Glycosuria in Pregnancy. 

Waitrivce Witiiams (Amer. Journ. Med, Sciences, January 1909) has recently 
written a short, instructive essay entitled “The Clinical Significance of Glycosuria in 
Pregnant Women.” He lays stress on the word “significance” because Charrin, 
Brocard, Leduc, Salémi and Bar made out that a larger or smaller quantity of 
glucose can be demonstrated in the urine of from 40 to 66 per cent. of all pregnant 
women, whilst Eshner in 1907 collected the histories of 35 cases of diabetes com- 
plicating pregnancy, with a gross maternal mortality of 54 per cent. The divergence 
of opinion is, according to Whitridge Williams, due in great part to the influence 
exerted on medical thought by a monograph “On Puerperal Diabetes,” read by Dr. 
Matthews Duncan at a meeting of the Obstetrical Society of London in November 
1882 (7’rans. Obstet. Soc. Lond., vol. xxiv, p. 256). That eminent authority, after 
analyzing much clinical evidence, concluded that diabetes constituted one of the 
most serious complications of pregnancy, and his views were accepted without 
question, so that the practitioner, and even the obstetrical specialist, have come to 
regard the presence of sugar in the urine of pregnant women as a most serious 
complication in respect to prognosis, [See also Matthews Duncan, “On Diabetes 
Insipidus in Pregnancy and Labour,” 7’rans. Obstet. Soc. Lond., vol. xxix, p. 308. 
He pointed out “the clinical similarity of cases of diabetes insipidus and of diabetes 
mellitus, though those of the latter category were a more serious aspect than those 
of the former.—Rep.] 

Whitridge Williams publishes six cases of glycosuria complicating pregnancy, in 
his own experience. Two are registered as “transient glycosuria,” one as “lactosuria,” 
one as “alimentary glycosuria,” one as “recurrent glycosuria,” and the sixth as 
“mild diabetes.” He adds to his treatise three tables including altogether 81 cases, 
The first table is headed “ Pregnancy occurring in diabetic Patients,” and summed up 
as 57 pregnancies in 34 women, gross mortality 24°58 per cent., mortality during 
labour and puerperium 12°29 per cent,, children alive 50°88 per cent., born dead 
36°88 per cent., aborted 12°24 per cent. The second table is headed “Diabetes 
developing in Pregnancy,” the summary being 9 pregnancies in 9 women, maternal 
mortality 78 per cent., namely 45 per cent, in first ten days, 33 per cent. in from one 
to fifteen months later. The foetal mortality was 66°67 per cent. The third table 
comprises “Doubtful Cases of Diabetes complicating Pregnancy. Sugar disappeared 
after Delivery,” including 15 pregnancies in 10 women, no maternal deaths, 12 labours 
at term, 1 premature labour, 2 abortions, and 10 live children. 

The author also discusses the examination of the urine. His conclusions are: 
(1) A positive reaction with Fehling’s solution does not necessarily indicate the 
existence of diabetes, but is usually due to lactosuria or to transient, alimentary, or 
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recurrent glycosuria. (2) In such cases it is imperative to determine whether the 
sugar occurs as lactose or glucose, for lactosuria is without clinical significance and is 
probably associated with premature activity of the breasts. (3) The significance of 
glycosuria is not so clear. If alimentary in character it may be regarded with 
impunity. Otherwise it may be of the transient or recurrent variety, or may indicate 
the existence of true diabetes. (4) If the glycosuria appears late in pregnancy, does 
not exceed 2 per cent, in amount, and is not accompanied by symptoms, it is probably 
transient and may disappear spontaneously at any time, or may persist until the end 
of pregnancy. In either event it is usually of slight clinical significance, and merely 
indicates that the patient should be carefully watched. (5) If the sugar appears 
early in pregnancy and in large amounts, the condition is more serious, as it may 
be impossible to make a positive diagnosis until after delivery, when the condition 
disappears in glycosuric but persists in diabetic cases. (6) Pregnancy may occur in 
diabetic women or diabetes may become manifest during pregnancy. [Either is a 
serious complication, although the prognosis is not so alarming as is frequently 
stated; many patients do perfectly well, while a smaller proportion die in coma or 
collapse at the end of pregnancy, or during or shortly after labour. (7) If the output 
of sugar is large and cannot be controlled, or at least markedly diminished by suitable 
dietetic and medicinal treatment, the induction of abortion or premature labour is 
indicated, even in the absence of serious symptoms, and much more so when they 
are present. D. 


The Results of the Modern Treatment of Placenta Previa. 

W. Hannes, Breslau (Zentralb. f. Gyn., 1909, No, 3), in opposition to Sellheim 
and Krénig, advocates hystereurysis for the treatment of placenta previa, illustrating 
its superiority from material of the Breslau Klinik and Poliklinik, consisting of 
246 cases altogether. Of the mothers only 16 died (6°6 %); of 143 treated by hyster- 
eurysis only 8 (5°5%). This is the lowest mortality hitherto recorded, Hammerschlag’s 
by Braxton Hicks’ method being 63%. Moreover, the septic mortality was only 
18%, though Hofmeier estimates it to be, even now, 2'°2% in cases of placenta 
previa, 

Eliminating the cases in which, when the treatment was begun, the children were 
not viable, or were dead or seriously injured, the results for the rest were as follows < 


Treatment. Cases. Children bornalive. 
Rupture of membranes... ... ... 17 


147 102 
Altogether 70% of living children. 
Martin, Berlin (Monatschrift f. Geb. u. Gyn., Bd. xxviii, Ht. 6), in an open 
letter to Professors Krénig and Sellheim, condemns their attitude in regard to the 
treatment of placenta previa by suprasymphysary Cesarean section. 


V. Zimmermann, Duisberg (ibidem, No. 10) concurs with Hannes except that he 
does not rupture the membranes before introducing the metreurynter. Seven years 
ago Zimmermann found that the treatment of placenta previa by metreurysis gave a 
mortality of 23°7 per cent. for the children, and only 3°3 per cent. for the mothers. 
In the last six years he has had 28 cases to treat, all of them happened to be cases 
in the 36 to 40th week of pregnancy with living children and unruptured membranes. 
All the children were born alive and not one of the mothers had any kind of trouble. 
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Rupture of the Symphysis during labour. 

P. Scuevurer, Biel (Korrespondenzbl. f. Schw. Aertze, 1909, No. 4), reports a case 
of rupture of the symphysis during delivery of a large child through an almost 
normal pelvis; forceps were employed but did not cause the rupture. There was no 
change in the iliosacral joint, nor any external rotation of the femur, and the 
application of a leather binder secured a good recovery. 


Hebosteotomy in Private Houses. 

Hans VoéiKxer, Ludwigshafen, a/R (Miinchener m. Wchns., 1909, No. 9, S, 459), 
reports in detail 4 cases of hebosteotomy in private houses upon women in whom, in 
previous labours, children had been perforated, but who, by this operation, became 
mothers of living and promising offspring. Though preferring to wait for spontaneous 
delivery when possible, he was compelled in the interests of the children to deliver 
at once by version in two cases and by forceps in the other two. In one of the 
latter cases there was a laceration of the vagina extending into the paravesical tissue 
and causing free bleeding which, however, was arrested by plugging and compression 
from the vagina. This woman had some fever and vesical trouble (urine, however, 
clear) in childbed but did well, and neither she nor any of the others suffered any 
permanent disadvantage from the operation. Bumm’s needle was used from below 
upwards, and the division of the bone was entirely subcutaneous in each case. He 
found, however, that in endeavouring to keep as close to the bone as possible, he 
very easily stuck the sharp point into the periosteum, and in future will use a 
blunter needle after incision with a scalpel at the point of entry. He does not 
discuss the definite indications but holds that the operation may very well be done in 
private practice by anyone with the necessary skill and judgement, and that by it the 
perforation of the living child may thus be avoided. The operator must recognize 
and be prepared for hemorrhage, lacerations, and possible injury to the bladder—the 
latter if, as generally, merely a puncture, will generally heal under the use of a retained 
catheter. The after treatment in ordinary cases offers no difficulty. He does not 
suggest that hebosteotomy, though more likely to result in a living child, will abolish 
the induction of premature labour, but points out that it may be indicated in cases 
not seen till after the former operation is not in anyway possible. 


Vaginal Czsarean Section for most severe Eclampsia in the 
Eighth Month of Pregnancy. 

Nacxe, Berlin (Zentralb. f. Gyn., 1909, No. 6), considering the various cases of 
vaginal Cesarean section reported as performed in private houses and described as 
done without difficulty, reports the following case to show how desirable it is to 
ensure for the operation the favourable conditions of a klinik as, before the operation, 
it is impossible to know the difficulties one may have to overcome. A primipara, 
aged 21, in the 7th or 8th month of pregnancy, was admitted to the klinik after 
having in the previous 6 hours, had 8 fits of eclamptic convulsions, between which she 
had not regained consciousness. Two or three tablespoonfuls of urine, the colour of 
tar, obtained with a catheter, solidified on boiling; her pulse was small and beyond 
counting. The foetus was dead, the portio much elongated, and the os uteri com- 
pletely closed. He performed vaginal Cesarean section, perforated and extracted, 
and removed the placenta by hand. The woman had no fit after delivery and 
regained her consciousness the same evening. She had a normal childbed, and when 
discharged on the 21st day the albumen had diminished to 0°75 per mille. He attributes 
his success to the efficient assistance and reliable asepsis of the klinik—but the case 
shows that vaginal Cesarean section is not an operation to be undertaken in a private 
house except under the most compulsory indications, and is one that when undertaken 
before term, before the cervix is taken up, especially if that cervix is pathologically 
elongated, may offer most unexpected difficulties. 
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Vaginal Czsarean Section. 

Revsen Petersen (Surgery, Gynecology and Obstetrics, February 1909) discusses 
at length the indications for this operation, He considers them under three 
headings: (1) Some abnormality of the cervix, such as rigidity, cicatricial stenosis 
or carcinoma, which renders dilatation by uterine contractions impossible or difficult ; 
(2) when the mother’s life is in danger, and the uterus has to be emptied quickly, 
but the cervix is rigid and unyielding; (3) when the cervix is unyielding, and rapid 
extraction of the foetus is imperative in order to save its life. He lays great stress 
on the fact that for vaginal Cesarean section much less time is required (at the 
most fifteen minutes), than for any other method of accouchement forcé. Again the 
extent and direction of the incision can be determined in a manner which is im- 
possible when the cervix is dilated either by the hand or by powerful instruments, 
such as Bossi’s; this is specially of importance in cases of cervical carcinoma or 
cicatricial rigidity. There is also much less risk of septic infection than is the case 
with manual dilatation. Finally it occasions far less shock than abdominal Cesarean 
section. Eclampsia, beginning before or soon after the beginning of labour, was the 
indication in four of the seven cases which Petersen describes. Placenta previa, 
leading to severe hemorrhage in the earlier months (he mentions a case at five 
months), will sometimes be best treated by the method. In the later months there 
would be too great a danger of severe hemorrhage from cutting through the uterine 
sinuses. He predicts that, in the near future, the operation will be performed, in 
the child’s interest, in certain cases of prolapsed cord, and of slowness or irregularity 
of the foetal heart. Petersen considers that the operation is well within the power 
of the general practitioner; given one good assistant, a leg-holder, a kitchen-table, 
and a good light. If necessary the vagina should be enlarged by manual dilatation 
or Dihrssen’s perineovaginal incision. He then describes the usual technique of the 
operation, laying stress on making the opening sufficiently large as, otherwise, lateral 
tears may occur during extraction of the head. At term the incision should be at 
least ‘9cm, in length. In some cases a posterior incision may also be necessary. The 
cervical wound should be closed with a continuous catgut suture, which should not 
go through the cervical mucous membrane. The vaginal edges are united by inter- 
rupted catgut sutures, but only loosely in order to allow of the escape of the blood 
which is very apt to collect under the mucosal flap. There was no post-partum 
hemorrhage in any of Petersen’s seven cases, and healing by primary union took 
place in all of them. The paper is well illustrated. Mutzs H. PuHittips. 


Adrenalin in Cesarean Section. 

M. Bocpanovics, Budapest (Zentralb. f. Gyn., 1909, No. 12), reports: The effect 
of suprarenin in causing contraction of the uterine muscle, established by Kehrer by 
experiments upon animals, has been successfully utilized by Neuinacase of Cesarean 
section. Bogdanovics reports a similar case: A Cesarean section was performed upon 
@ primipara aged 31, with a generally contracted, flat, ricketty pelvis, upon relative 
indications. After the removal of the placenta there was profuse atonic hemorrhage 
which, however, ceased at once when lccm. of a freshly made 1: 10,000 solution of 
tonogen (adrenalin) had been injected into the uterus in four places, and there was 
no further trouble in the case. 


Spontaneous Rupture of the Scar of a Cesarean Section Incision 
of the Fundus. 

Nackg, Berlin (Zentralb. f. Gyn., 1909, No. 6), reports a case that shows that a 
woman who has undergone a Cesarean section should pass the latter part of a 
subsequent pregnancy in a klinik, that surgical aid may be immediately at hand. 
A tertipara, 29 years of age, had had Cesarean section with the transverse incision 
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of the fundus performed 4 years before her third confinement, and had had a normal 
labour 8 years after the operation. In her 8rd confinement the uterus ruptured 
during the second stage. Laparotomy was performed when she was almost moribund 
and the rupture, 10cm. long, in the old fundal scar, was stitched up. She suffered 
from pulmonary embolism in cbildbed, but nevertheless got well in four weeks. 


Hzmatoma Vulve as an Impediment to Delivery. 

W. LiepMann (Auenchener m, Wehns., 1909, No, 8, S. 426), at the Berlin Medical 
Society, recently discussed four instances of hamatoma vulve, which, as a complica- 
tion, and especially as an impediment in labour, is very rare, occurring on the average 
only once in 3,000 cases. As half the cases occur in primipare, he considered that 
neither varices nor arteriosclerosis could be supposed to be factors in their etiology, 
and he thought that the cause of the affection must lie in the pressure of the head, 
forced downwards by the uterine contractions, leading to venous stasis and rupture 
of the veins with consequent pericolpic effusion of blood. The forceps should be 
applied, for which sometimes incisions into sound tissues are necessary, sometimes 
incision of the hematoma, evacuation of the blood and hemostasis; the child 
should be immediately extracted, for the causes of the hematoma recur with every 
contraction of the uterus. The prognosis with this treatment is very favourable. 
In these four cases the hematomata were spontaneous, not accidental—as three others 
mentioned by Gottschalk (2) and Meyer (1). Accidental hamatomata, however, are 
rarer than spontaneous ones, 


Central Rupture of the Perineum, 

N,. Guerpstxorr (Zentralb. f. Gyn., 1909, No. 9, S. 322) has collected 102 published 
cases of central rupture of the perineum, though this accident is so rare that 
v. Braun-Fernwald only saw it twice in 20,000 labours. In six cases the breech 
presented and in two of these the child was delivered artificially. 

No common cause can be suggested. It is evident that neither the age of the 
mother, the size of the child, nor the attitude of the presenting part play any essential 
part in this accident, though primipare seem more liable than others, Pelvic 
anomalies and diversities in the soft parts from the normal condition, are far too 
common in comparison to the extreme rarity of central rupture of the perineum, for 
them to be accepted as causes of such rupture; at the most they can only have a 
secondary effect. The activity of the uterine contractions may be more important. 
Contractions may be in too precipitate sequence for the soft parts to adapt themselves. 
If sudden and violent contractions of the uterus occur at a time when the presenting 
part has not begun to press upon the perineum, it is the centre part of the perineum 
that is most endangered. He reports two cases, both breech presentations: in the 
first, the uterus suddenly contracted before the rotation of the breech was completed 
and at a moment when the posterior foot was pressing against the centre of the 
perineum; in the second, there was a violent contraction just when the doctor was 
drawing the anterior foot downwards to bring the hip below the symphysis, and 
the contraction of the uterus forced the posterior knee of the child against the centre 
of the perineum (v. vol, xiv, p. 77, for 3 cases all in primipare). 


Central Perforation of the Perineum. 

Dotéris (La Gynécologie, March 1909, p. 97) considers this rare accident specially 
from the point of view of trying to discover the etiology. He has already pointed 
out, in connection with the formation of rectovaginal fistula, that there is a weak 
point at the apex of the perineum, where the vaginal and rectal walls are in 
apposition, unsupported by the muscles of the pelvic floor. Should this spot on the 
vaginal wall give way a door is opened into a passage for the foetus that will make 
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its exit through the anus, or through the centre of the perineum at the point where 
the antero-posterior raphe is crossed by the transverse raphe; that is at the weak 
spot where the constrictors of the anus and vulva form the waist of their figure of 
eight. The weak point in the vagina has been described by Parvin also, and it may 
give way simply from its own weakness if exposed to long-continued pressure, or it 
may be injured by a small part as in footling cases or by an elbow prolapsed in front 
of the head. In the cases recorded there has usually been a history of sudden and 
violent pains associated with narrowness and rigidity of the vulva. In the case 
described by Doléris the tear was large enough to allow of the passage of the child, 
and the vulva was untorn, so that he discredits the story of the midwife in attend- 
ance, that the laceration was produced by a prolapsed elbow which she reduced before 
delivering by the vulva; at the same time he quotes several analogous cases from 
Dupareque. Prophylactically the patient should get chloroform if the violence of the 
pains threatens to rupture the perineum, and, if the vulva be very rigid, it may be 
advisable to divide the constrictor by deep lateral incisions. Repair is performed as 
in ordinary lacerations, but from the very ragged nature of the wound edges it may 
in some cases be advisable to wait ten days or a fortnight to get the parts cleaned. 
Doléris quotes Harvey’s relation of the central perineal tear in the Queen’s mare 
as the first notice of this accident, but in his records of similar cases does not mention 
William Hunter’s case of the foetus born per anum. E. H.L. 0. 


Laceration of Uterus and Colon by a Placental Forceps ; extensive 
Resection ; Recovery. 

Ratpx Watpo (Amer, Journ, Obstet., March 1909), at the January meeting of the 
New York Obstetrical Society, reported a case in which the sigmoid flexure and 
three-quarters of the descending colon were resected for injury caused by placental 
forceps in an attempt to empty the uterus. A woman, aged 24, suffered in November 
last from severe hemorrhages during the second month of pregnancy; she had been 
delivered, with forceps, of a living child a year previously, The physician who 
attended her determined to clear the uterus. He gave a cathartic, followed by an 
enema, and arranged for an operation on the morrow. The hemorrhage, however, 


became so very severe, that he waited no longer, put the patient under anesthesia, 


and emptied the uterus with the curette and placental forceps. He admitted that the 
forceps penetrated the uterine walls and that he pulled out three feet of intestine 
when withdrawing the instrument. More profuse hemorrhage followed. The intes- 
tine was pushed back into the uterus (sic), which was packed with iodoform gauze. 
Dr. Waldo was consulted, and immediately sent the patient into a hospital, and on 
her admission on November 20th, 1908, within five hours of the injury, he opened 
the abdomen. The uterus was large and soft and was lacerated through the fundus 
anteriorly, the rent was two inches long and ran from the right round ligament 
towards the median line. It bled freely, but was easily closed with sutures. The 
colon was found torn across at about the junction of the sigmoid flexure with the 
rectum. The entire mucous membrane of the sigmoid and three-quarters of the 
descending colon had been forcibly drawn through the rent in the uterus by the 
forceps. The damaged bowel was grey in colour and void of circulation. There was 
much free blood in the peritoneal cavity but very little intestinal contents. Waldo 
thinks that it was fortunate for the patient that the bowels had been so well cleared. 
With the usual precautions to protect the abdominal viscera and clear away effused 
material, the entire sigmoid colon and three-quarters of the descending colon were 
resected. The colon was united to the rectum with a Murphy’s button, reinforced 
by a continuous Lembert suture of fine silk There was no strain on the united end 
of the bowel, as the splenic flexure of the colon was not held up by its peritoneal 
connections so firmly as usual. A Mickulicz drain was inserted in the abdominal 
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wound after hot saline fluid had been poured into the peritoneal cavity. The 
operation lasted for one hour and ten minutes. or five days there was much 
vomiting without distension; on the fifth, the bowels were moved spontaneously, and 
the drain was partly removed. Troublesome diarrhoea followed, lasting for three 
weeks, but the vomiting did not recur. The drain was entirely removed on the 
ninth day. The Murphy’s button was extracted from the rectum with forceps on 
the eleventh day, and the patient was discharged from the hospital “cured,” on 
December 22nd, 1908, within five weeks after the operation. 

An important discussion followed the reading of this report. One speaker, 
von Rampour, called the attention of the Society to a case of pulling down the 
intestine, showing “the feeling of fraternity which existed in England in 1876, when 
the celebrated Dr. Duncan was called as an expert to a case in which a country 
practitioner had taken down six feet of the small intestine through a rent in the 
uterus, cut them off and literally threw them into the closet. The thing stopped up 
the closet, the husband grew suspicious, pulled them out, these six feet of gut, and 
sued the country doctor for malpractice. When Dr, Duncan was called he swore that 
such an accident could have happened to him, and the doctor was acquitted by 
the jury.” [The obstetrician was not Dr. Duncan; his argument, we believe, was 
that small intestine, twisted spirally during extraction from the uterus, might easily 
be taken for umbilical cord.—Zefs.] Cracin admitted that he once pulled down a 
loop of intestine after accidentally making a hole in the uterus with a sponge holder; 
he had just employed the curette, after a miscarriage. The intestine, which he had 
taken for placenta, was so injured that he resected it through an abdominal incision, 
using a Murphy’s button, and the patient recovered. He also mentioned that on one 
occasion a doctor had called him in consultation believing that he had pulled a loop 
of intestine out of the cervix, but Craigin found that the loop was umbilical cord 
not bowel. VinEBERG reported a case in which an abortionist pulled down a loop 
of intestine in attempting to empty a uterus at the fourth month, recognized his error 
and ran away. Vineberg found a loop of intestine in the vagina, and opened the 
abdominal cavity after the patient had been sent to his hospital. The rent lay a 
little above the os internum, and the loop of bowel was so incarcerated in the uterus, 
which still contained the foetus, that the opening had to be enlarged before it could 
be set free; the uterus was then amputated. Ten days later Vineberg resected 
fourteen inches of the small intestine, as grave symptoms had set in. Convalescence 
was slow. Poot reported a case where the bladder was pulled through a rent in the 
anterior uterine wall, caused by the curette or dilator employed after a miscarriage 
at the second month. The bladder was mistaken for a polypus and a part of it 
was twisted off. Pool repaired the damage by a plastic vaginal operation, but it did 
not prove a success and he intended to operate from above. Barrows described a 
very bad instance of perforation of the fundus during an illegal operation. Nearly 
two feet of small intestine were pulled down into the vagina, being taken for cord. 
The abdomen was opened and the injured bowel resected, but the patient died. 
Howarp Taytor admitted that he once tore the uterus with a dilator and pulled 
intestine down into the uterine cavity with a placenta-forceps, but the bowel was 
not injured. He opened the abdomen and sutured the laceration, and the patient 
recovered rapidly. He had observed the singular free detachment of intestinal 
mucosa described both by Waldo and Burrows in another bad case in which bowel 
was pulled through a rent in the uterus. Asan Doran. 


Phlegmasia Dolens Puerperarum: Definition and Syndrome. 
OtsHAvsEN (Zentralb. f. Gyn., 1909, No. 7, S. 258), in a communication to the 

Berlin Obstetric and Gynecological Society, insisted on the great difference between 

phlegmasia dolens puerperarum and the primary femoral thromboses so common in 
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childbed and so commonly described as phlegmasia. Primary femoral thrombosis is 
a local affection not dependent on infection; when occurring in the larger veins it 
may cause cedema of the foot or of the whole leg, but no fever. The cedema always 
begins in the foot. Phlegmasia dolens puerperarum is an inflammatory affection of 
the intermuscular connective tissue which, beginning in the pelvis, advances, against 
the lymphatic stream, beneath Poupart’s ligament to the upper part of the thigh but 
seldom beyond it; exceptionally it leads to suppuration. The swelling always begins 
in the upper part of the leg. Thrombosis of the veins may occur owing to the dense 
infiltration of the connective tissue, but as a rule does not do so. The extension of 


the disease from the pelvis takes place through the lymphatics and not through the 
blood vessels. 


Bumm said that primary aseptic thrombosis, that is to say clotting of blood in 
the veins of the legs and genitalia with little or no fever, is a condition frequently 
met with in puerperal and other women, about which there can hardly be any 
difference of opinion. Phlegmasia alba dolens is a very different matter. It cannot be 
called uncommon. He saw each year a dozen or more cases, some after gynzxcological 
operations, of swelling of the leg of a glistening whiteness, offering a typical 
picture of what has been described as phlegmasia alba dolens. The extreme tender- 
ness of the swelling to pressure and the enlarged appearance of the limb have led to 
the epithet alba dolens. But this phlegmasia has no correlation with phlegmon 
signifying a suppurative inflammation of the cellular tissue. In microscopical sections 
from such cases one can trace a streptococcic infection originating in the uterine 
veins and crawling along the endothelium into the larger veins of the pelvis and 
from them, against the stream, into the femoral vein. The painful spot corresponds 
to the inflamed vein directly below Poupart’s ligament; the swelling, the thrombosis, 
supervenes on the tenderness. He, therefore, held to his opinion that the affection 
known as phlegmasia alba dolens depends not, as Olshausen had described, upon an 
infection of the cellular tissue, but on the propagation of the streptococci within the 
venous system. This is supported by the way the process leaps over to the other 
side. When, after three weeks, the one leg has regained its softness, the disease 
may suddenly revive on the other side. Phlegmasia alba dolens is an antiquated and 
incorrect name, the process to be correctly described should be called endophlebitis 
streptococcica. ? 


FEH.ine protested against the assumption that a phlegmon must necessarily sup- 
purate ; puerperal parametritis in the larger number of cases is cured by resorption. 


Oligohydramnios with Partial Amputation of a Foot in a Uterus 
Unicornis. 

L, C. Brackstone (Lancet, 1909, vol. i, p. 761) reports: A woman aged 30, whose 
first confinement, five years ago, was normal, had a ruptured cornual gestation. 
Seven months later Mr. Alban Doran removed the right cornu and appendages, 
(vide ante, vol. ix, June 1906). Two more children were born, and in October 1908 
the patient gave birth to a premature female child sixteen inches in length. Delivery 
was completed in two and a half hours. The patient stated that she had lost no 
“waters,” and the midwife, who arrived a few minutes after the birth of the child, 
found the bed dry. The child’s left foot was swollen and oedematous, and a tough 
fibrous band was twisted round the leg three-quarters of an inch above the ankle, divid- 
ing the skin round the whole circumference of the leg. The third stage of labour lasted 
half an hour. The chorion and the greater part of the amnion were retained and 
two tough amniotic bands—one four and a half inches and the other nine inches in 
length—were found. The puerperium was normal, but the child died from marasmus 
three weeks after birth. Frank E, Tayror. 
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Velamentous Insertion of Cord, and Death of the Fetus from 
Hzmorrhage. 

S. Korar (I.D., Berlin, 1908, Zentralb. f. Gyn., 1909, No. 5, 8. 190) records a 
case of still birth, the movements of the child having ceased three days previously, 
and profuse hemorrhage having occurred after the rupture of the membranes. The 
placenta was shaped like a trefoil. The insertion of the cord was 10cm, from the 
nearest edge of the placenta, and in the margin of the rip in the membranes there were 
the ends of a torn umbilical vessel. Kolar points out that the child may just as 
probably have died from pressure of the head upon the vasa aberrantia as from 
bleeding to death after the rupture of the membranes. The statistics as to the 
frequency of velamentous insertion of the cord vary between 0°4 and 0°9 per cent. 
The prognosis for the child depends on the course of the vasa aberrantia in relation to 
the lower pole; prolapse of the cord is a frequent complication, as also premature rupture 
of the membranes. Whether the velamentous insertion has an unfavourable influence 
on the development of the child, has not been decided. The placenta is usually 
abnormal in shape (like a horseshoe, or heart-shaped, like a bean, or divided). In 
cases of twins, the insertion of one of the umbilical cords is velamentous in from 
5 to 16 per cent.; of both cords, not so often, but in triplets it is the rule. The 
child may sometimes be saved when the complication is recognized in time. It may 
be suspected when the membranes rupture prematurely, especially if much blood 
comes away and the foetal pulse rapidly deteriorates, and it must be thought of when 
there is prolapse of the cord in cases of multiple pregnancy, and whenever the 
foetal heart sounds gradually become worse. It is most important to prevent the 
rupture of the membranes, by keeping the woman on her side and by inserting a 
colpeurynter until the os uteri has dilated, when the membranes can be pierced in 
a spot away from blood vessels and, if there is any danger, the child can be 
extracted at once. No satisfactory theory founded on facts has as yet been advanced 
as to the causes of velamentous insertion. 


Imperforate Penile Urethra; complete Occlusion of Meatus. 

J. Hosss (Brit, Med. Journ., 1909, vol. i, p. 402) delivered a sextipara of a 
healthy male child weighing 9lb. 60z. Two hours later the nurse discovered that 
the child’s penis “was tied down underneath.” There was no meatus at the end of 
the penis nor any urethral orifice further back. The condition otherwise simulated 
hypospadias, and the scrotum, divided into two folds, presented the appearance of a 
pair of labia, which suggested hermaphroditism. The integuments of the dorsum of 
the penis were hypertrophied and hung like an apron over the glans, which was 
perfectly formed. On dissecting the glans at the site of the meatus urine gushed 
out when the incision reached the depth of jin. The urine now passes through the 
artificial opening without any difficulty, 

Editorial comment states this condition to be uncommon since occlusion, according 
to Keith, most frequently occurs between the triangular ligament and the glans, and 
often the whole of this tract is occluded. Also a patent urachus is always possible 
when a male infant is born with any mechanical obstruction, and leakage of urine 
from the umbilicus may occur if the bladder become distended : this symptom usually 
develops after infancy. Duplay recommends the introduction of a large bougie for 
several days into the incision through the line of atresia, otherwise cicatricial con- 
traction may so advance as to interfere with micturition and involve vesical 
complications, Frank E. Tayror. 


Axillary Milk Glands and their Genesis. 
Serrz (Archiv f. Gyndk., B. 1xxxviii, p. 129) finds that, under the influence of 
certain substances (Homones) during pregnancy, the functions of the female sweat 
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glands increase like those of the milk glands, although to a lesser extent. In some 
cases the axillary sweat glands enlarge considerably during pregnancy and the 
puerperium. The lumen of the ducts becomes partly narrowed, partly obliterated, 
and normal sweat glands are rare. In addition to these enlarged glands, large sweat 
glands are found, with extensive excrescences and ramifications; these seem to occur 
also in the non-pregnant. Glands are also found which show the typical structure 
of milk glands in every stage of secretion. The secretion contains colostrum and ~ 
milk globules. It has in every case been possible to demonstrate the connexion of 
these large ramified sweat glands with the milk glands. All the other histological iy 
findings also favour the theory that the milk glands originate in the large sweat ‘ 
glands and are thus highly differentiated sweat glands. The milk glands of the j 
axilla have no special outlet and only empty their secretion throughout the narrow i 
duct of the sweat glands. This duct does not take any part in the hypertrophy of 4 
the ramified sweat glands during pregnancy. As these ducts for the outflow are very f 
narrow and even partly obliterated, the secretion stagnates and the result is a § 
retention of the secretion, producing painful swellings which yield sweat and a 
milky substance on firm pressure. These swellings decrease in from 5 to 7 days after 
labour and, as a rule, disappear completely after a fortnight. The glandular swellings 
have nothing to do with auxiliary mammae. They are formed by some unknown 
stimulation during pregnancy, women with strongly developed mamme seem to 
possess a special disposition to them. If only the central part of the swelling is 
examined, and special attention is not paid to its connection with the sweat glands, 
these formations may easily be mistaken for adenomata. 

The coincidence of hypertrophied mamme during pregnancy is characteristic for 
these swellings. The first symptoms may make their appearance at puberty and 
recur at every successive menstruation. H. T. Hicxs. 


Hysterectomy in a Man. 

Kerrrer (Za Gynécologie, March 1909, p. 138) figures a mass removed from the 
hernial sac of a man who was the father of eight children: to the naked eye the 
tumour looked exactly like a uterus with tubes and ovaries, but microscopic examina- 
tion revealed its true nature. It was a musculofibrous hypertrophy of the utriculus 
prostaticus with the testicles and thickened spermatic cords. So-called uteri in the 
male are, he says, of this nature. E. H. L. O. 
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REPORTS OF SOCIETIES. 


THE ROYAL SOCIETY OF MEDICINE. 
OBSTETRICAL AND GYNAICOLOGICAL SECTION. 


Meeting held Thursday, March 12th, 1909, the President, Dr. Hersert R. SPENCER, 
in the Chair. 


Dr. Drummonp MaxweE tt read the clinical account of a 


Casz or Pernicious VoMITING OF PREGNANCY. 

The case occurred in a primigravida, et. 26. The chief features of interest in 
the case lay in the difficulty of diagnosis, since the patient, after admission to 
hospital, ceased vomiting, and there was only the history of severe vomiting at home, 
unassociated, however, with marked wasting. The toxic nature of the case did not 
reveal itself in any characteristic alteration of the urine; there was no albuminuria; 
the only ominous signs on admission were drowsiness and a very rapid weak pulse; 
there was no jaundice. Patient passed successively through stages of restlessness, 
delirium, mania, and final coma. Autopsy revealed hyaline degeneration and necrosis 
of the central cells of the hepatic lobules, the kidneys also showing a severe paren- 
chymatous nephritis; sections of both tissues were shown under the microscope. The 
diagnosis of this distinctly atypical case was uncertain during life, and was based 
finally on the pathological investigation post mortem. 

A short communication was read on a case of 


Primary Ovarian ACTINOMYCOSIS, 
by Dr. Franx E. Taytor and Wexsy E. Fisuer, F.R.C.S. The authors pointed out 
that actinomycosis of the ovary constitutes one of the curiosities of gynecology, only 
six cases of this condition being on record. In none of these had the ovary been 
the primary seat of infection, but had been infected by extension of the disease 
originating either in the intestines or in the vagina, uterus, or Fallopian tubes. 

The authors claim that in their case the ovary was the primary seat of the 
disease. The patient was a cook, xt. 34, and single, and was admitted into the 
Chelsea Hospital for Women in June, 1908, complaining of abdominal pain. The 
periods were very irregular, and very profuse. Pain was first noticed 34 years before, 
and soon after she became troubled with night sweats, which had continued up to 
admission. About the same time she was seen by Dr. Fenton, who found the right 
ovary enlarged. The patient declined operation at this time. Pain and discomfort 
continued intermittently, and at one time she passed blood and pus in the urine. 
Marked anemia and loss of flesh finally led the patient to enter the hospital. She 
was then found to have a tumour the size of a child’s head, which filled the pelvis. 
There was no tenderness, but the tumour was fixed. The temperature was raised. 
The tumour was removed, when it was found to be very adherent to the surrounding 
parts. Both Fallopian tubes were occluded, and bilateral salpingo-oophorectomy was 
performed. The patient for a time was very ill, but she ultimately recovered, and 
left the hospital with a small sinus. Shortly after a large abscess burst, and a large 
amount of pus escaped through the sinus. The patient at the present time is fairly 
well, with hardly any discharge. The microscopical examination showed masses of 
streptothrix. 

Professor R. F. C. Lertm said that the specimen shown was a good example of 
ovarian actinomycosis, caused by the streptothrix actinomyces, but caution must be 
exercised before accepting the contention of the authors that the disease was primary 
in the ovary. Of the recorded cases of actinomycosis involving the ovary, a not 
inconsiderable number, there were some in which the evidence favouring a primary 
incidence of the disease in the ovary was very strong, sufficiently so to convince 


oO] 
| 
| 
| 
i 
| 


Reports of Societies 355 


their observers of their authenticity. In the case under consideration, the clinical 
history, both before and since the operation, lent considerable support to the authors’ 
contentions, but the actual relationships of the ovary to all the neighbouring tissues 
were not fully revealed. Professor Leith referred to a case investigated by him in 
which the ovary and part of the tube were affected. The rectal wall was thickened, 
and in the dense fibrous adhesions binding it to the ovary there were plentiful actino- 
myces growth. Colonies were also found in the rectal wall and in the wall of the 
descending colon. His interpretation of this case, though still sub judice, placed the 
primary disease in the intestine, from which it had spread to the ovary, the intestinal 
lesions subsequently cicatrising and healing. He ventured to suggest that a similar 
interpretation might be placed upon the present case. The speculation of the authors 
that the actinomyces had entered the body by some hidden path without causing a 
local lesion, and had been carried to the ovary by the blood stream, was scarcely 
probable. One of the chief characteristics of this disease was the formation of a 
local lesion at or near the site of entrance, and a spread therefrom by direct 
continuity of tissue. Spread by the blood stream did take place, particularly the 
portal blood stream, but this was characteristically a late method of extension. 

Dr. W. 8. A. GrirritH referred to a case of actinomycosis affecting the generative 
organs in a woman which had occurred in his practice. The nature of the disease 
was not suspected until late in the illness. The patient died from exhaustion. 

Dr. T. G. Witson remarked how difficult it was to be quite sure that a 
condition like actinomycosis was really primary in the ovary, but had not come 
originally from some part of the bowel. Illustrating this point, he mentioned a case of 
actinomycosis he had seen, in which the vermiform appendix was adherent to a right- 
sided ovarian mass containing pultaceous material, and that subsequently to operation 
the presence of actinomycosis was demonstrated in both the appendix and in the 
ovarian mass. In this case the opinion was arrived at that the condition was 
certainly a primary infection of the bowel, which had spread to the ovary vid the 
adherent appendix. 

Dr. Hy. Rugsetz ANpREws read notes of a case of 


Primary CARCINOMA OF THE VAGINA, 

in which the uterus and the whole of the vagina were removed. The patient, a 
multipara, et. 62, had a carcinomatous ulcer, the size of a two-shilling-piece, high up | 
on the posterior vaginal wall. The cervix was free from carcinoma. The whole 
vagina was dissected out from below, and removed together with the uterus. At an 
early stage of the operation the vagina was converted into a closed bag by clamping 
with forceps bent at a right angle, with the object of preventing infection of the 
raw surfaces by carcinoma cells. The peritoneal cavity was closed by sutures, and 
the cavity between the rectum and urethra became obliterated. The patient was quite 
well when last seen, February, 1909, eighteen months after the operation. 

The Prestpent had operated by Wertheim’s method on a case of primary cancer 
of the vagina, and although the patient recovered, she died within about a year of 
recurrence. He thought there was some advantage in the operation performed by 
Dr. Andrews, especially as there would be less risk of the vagina tearing: this was 
very liable to occur in primary cancer of the vagina owing to the thinness and 
friability, and occurred in his case. He had seen at least three other cases of cancer 
of the vagina, which he believed were primary. The risk of recurrence in these 
cases appeared to be very great, but Wertheim had had some cases of prolonged 
freedom from recurrence after the extended abdominal operation. 

Dr. F. J. McCann said he had operated on a patient with primary cancer of the 
vagina by a method which had not been mentioned by the author of the paper. A 
wide transverse incision was made through the anterior vaginal wall. The bladder 
and ureters were separated and the utero-vesical pouch opened. The fundus and 
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body of the uterus were rolled out by slow, gentle traction with volsellum. The 
broad ligaments were ligatured from above downwards. The posterior vaginal wall 
was next divided on both sides, and the uterus and posterior vaginal wall pulled 
further outwards. The posterior vaginal was then divided transversely well below 
the growth from the peritoneal aspect, and was removed along with the uterus in one 
piece. This patient was free from recurrence when last seen 44 years after the 
operation. Dr. McCann had seen five examples of primary cancer of the vagina. 

Dr. H. Macnaucuton-Jongs referred to a case of primary carcinoma of the 
vagina which he had brought before the British Gynecological Society in May, 1907. 
Seeing the very few cases of primary carcinoma of the vagina recorded in British 
literature, he had sought for some statistics from abroad. From all these sources 
he had only been able to collect 28 instances of primary disease. The interesting 
point in his—Dr. Macnaughton-Jones’—case was that it exemplified the two types of 
disease as described by Roger Williams—the tubular, or more chronic form, with 
actively rroliferating columnar epithelium, and the nodular or squamous type, occur- 
ring in nests, in which the dissemination occurred more widely and spread more 
rapidly. George Noble, of Atlanta, had referred to the frequency with which 
primary carcinoma originated in the region of the urethra, as well as in the posterior 
wall. All authorities were agreed as to the disheartening results of operation, even 
the most radical measures being usually unsuccessful in preventing recurrence. In 
deciding the point of primary infection, it was absolutely necessary to exclude the 
portio and vulva. 

Dr. A. H. N. Lewers said he was surprised to find some of those present 
considered this condition very rare. He had himself seen, speaking from memory, 
at least fifteen or twenty cases of primary carcinoma of the vagina. In none of 
them, however, was the disease at a sufficiently early stage to induce him to attempt 
a radical operation, and he had therefore been obliged merely to scrape and cauterise 
the growth in such as had seemed to require some active treatment. 

Dr. Russert ANDREws, in reply, said that this was the only case of primary 
carcinoma of the vagina that he had seen. From what he had read he had considered 
that the condition was rare. He was surprised that some of the speakers considered 
that primary carcinoma of the vagina was fairly common. Dr. Macnaughton-Jones 
had shown that it was rarely seen on the Continent. 


NORTH OF ENGLAND OBSTETRICAL AND GYNACOLOGICAL SOCIETY. 


Meeting held at Sheffield, March 19th, 1909, Dr. J. W. Martin (Sheffield), in the 
Chair. 

A vote of condolence to the family of the late Dr. J. H. Keeling, of Sheffield, an 
original member of the Society, proposed by Dr. D. Lloyd Roberts, seconded by Mr. 
R. Favell, and supported by the President, was carried. 

Mr. R. Favett (Sheffield) showed a specimen of hydrosalpinx. 

Dr. A. J. Wattace (Liverpool) showed a glass vaginal nozzle which he had 
removed from the bladder by the vaginal route. It had slipped into the bladder 
of a recently confined woman, seven weeks previously, during the process of vulval 
douching, by a nurse. The abdominal wall was thick, but, when the patient was 
anesthetised, a conical prominence became visible in the left iliac region, and this, 
when touched, was hard and pointed. Bimanual examination disclosed a hard, 
cylindrical object, lying obliquely across the pelvis. A sound, introduced into the 
bladder, anounced the presence of the foreign body in the bladder, so the latter was 
opened by a median incision made through the anterior vaginal wall, and a finger 
was introduced. It was found that each end of the nozzle had become imbedded in 
the bladder wall, and the extrication of these ends was no easy affair. It was 
finally accomplished without damage, and then the nozzle was withdrawn through the 


| 
| 

| 
| 

i 
i| 
‘| 
| 
| 

| 

| 
| 
| 
| 
| 
| 
| 


Reports of Societies 357 
incision. The nozzle was five and three-quarter inches in length and three-eighths of 
an inch in diameter. 

Dr. Wattace stated, in answer to Mr. Favell, that the incision in the bladder was 
sutured completely, and that, in spite of a slight cystitis, primary union took place. 

Mr. ArtHur Connett (Sheffield) described a case, and showed the specimen, of 
complete torsion of the internal genitalia with a large interstitial fibroid. The 
patient, a spinster, aged fifty, had suffered for twelve months with symptoms of 
dyspepsia, pain after food, occasional vomiting and constipation. Five weeks pre- 
viously she had her first attack of violent abdominal pain, accompanied by vomiting 
and marked obstinacy of the bowels. She was relieved by rest and the administration 
of an opiate. A second attack soon made its appearance, and on this occasion her 
medical attendant found a hard abdominal tumour, of about the size of a six 
months’ pregnant uterus. On February 12th, 1909, directly after an action of the 
bowels, she was seized with acute agonizing pain accompanied by vomiting.; again 
she was given opiates in frequent doses. When Mr. Connell saw her, three days 
later, she was desperately ill. He diagnosed a fibroid with torsion of its pedicle, 
and advised immediate operation. The uterus and its appendages were rapidly 
removed, after a preliminary enucleation of the large interstitial fibroid and un- 
twisting of the uterus and broad ligaments. The internal reproductive organs were 
twisted two and a half times, the twist taking place at the isthmus and from left 
to right. The uterine and ovarian vessels were thrombosed and did not require 
ligature. The patient made a good recovery, though a transient hemiplegia com- 
menced on the day after operation. The cavity of the uterus was distended with 
blood clot, and the uterus, with its appendages and the tumour, was in a state of 
infarction. 

Mr. Connett also showed a portion of the sigmoid colon resected on account of 
its dense adhesion to a pyosalpinx. The patient had showed symptoms of subacute 
intestinal obstruction. A suppurating cyst was removed from the right side, and 
the inflamed tube and ovary from the left. The tube was adherent to and had 
ulcerated into the colon. Immediate resection was performed, and end-to-end anas- 
tomosis done by suturing. She made an uneventful recovery. 

Mr. ConnELL, in replying to Dr. J. E. Gemmell and Dr. A. W. W. Lea, stated 
that there was no history of the passage of pus per rectum, and that he had° 
preferred excision to repair of the colon, on account both of the great thickening of 
the bowel wall, and of the presence of pus. 

Mr. A. W. Curr (Sheffield) showed the macroscopical and microscopical specimens 
from a case of bilateral malignant papillary cyst adenoma of the ovaries. The 
patient was 43 years of age, and had complained of abdominal pain and irregular 
uterine hemorrhage for six months. There was considerable ascites, and a hard 
mass could be felt per vaginam. The larger tumour was leaking, and the parietal 
and visceral peritoneum were studded with papillary growths. Three months after 
the operation there were no signs of recurrence. 

Dr. D. Liroyp Roserts (Manchester) exhibited a specimen of carcinoma of the 
corpus uteri, removed by the vaginal route. The patient was 58 years old, and had 
borne five children. Menstruation had commenced at 13 and ceased at 50. For two 
years she had suffered from intermittent metrorrhagia accompanied by hypogastric 
pain. She made a good recovery. 

Mr. Favett considered the abdominal route preferable to the vaginal, as bowel is 
not uncommonly adherent to the uterus in such cases. 

Dr. J. E. GemMett also prefers the abdominal route, in order to be able to remove 
glands which are sometimes already involved in apparently early cases of carcinoma 
of the corpus. 

Dr. J. E. Gemmett (Liverpool) read a short paper on 

Frsro-MyoMa UTERI as A CAUSE OF PUERPERAL ToxMIA, 
which will be published in full in a future number of the JourNAL. 
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ROYAL ACADEMY OF MEDICINE IN IRELAND. 
SECTION OF OBSTETRICS. 


President: E. H. Tweepy, F.R.C.P.I. 
Sectional Secretary: Henry M.D. 


Meeting held Friday, April 2nd, 1909, Tue PresipEnt in the Chair. 


EXxuIsITs. 

Dr. Pureroy showed a small uterus removed for recurrent hemorrhage from a 
patient, aged fifty, the mother of some children. She had been curetted in the first 
instance, and some thickened membrane had been removed. Some improvement was 
made, but the hemorrhage recurred. Atmocausis was applied, but after another 
violent recurrence the uterus was removed. The specimen showed enormously thick- 
ened uterine walls, and the position of the endometrium indicated in section by a 
thin line showing almost complete absence of endometrium. 

Dr. Homes recalled a case of Sir Arthur Macan’s in which the hemorrhage 
recurred after atmocausis and hysterectomy was performed. The vessels of the 
uterus were distinctly atheromatous, and it was doubtful if atmocausis would cure 
in such a condition. 

Dr. Jevvetr expressed great doubt as to the value of atmocausis in cases in 
which there was no endometrium. The hemorrhages apparently came from blood 
vessels more or less diseased, and the superficial effect of atmocausis could not be 
permanent. He did not see how a second application of atmocausis would produce 
more than a temporary result as in the first application. He thought there was 
nothing left in such cases but hysterectomy. 

Sir Witu1am Smyty said he saw a great theoretical difference between atmocausis 
and curetting. In the latter they removed the thickened membrane, and hoped that 
healthy membrane would grow. If not, they had to curette again. Atmocausis, 
however, destroyed the membrane and tissues of the uterus, and the depth of the 
slough depended on the heat of the steam and the duration of the application. If 
they did not get a sufficient slough the first time they had to repeat the application. 
In an old woman the obliteration of the uterus, which atmocausis was apt to cause, 
was desirable. He thought it was a very good method, and it was not so severe as 
hysterectomy. 

Professor ALFRED Smit said the effect of atmocausis was rather speculative, and 
in the great majority of cases they would find the best treatment to be removal. 

The PRESIDENT said that on two occasions he “atmocaused” two young women 
twice each, after they had been curetted ineffectively. The atmocausis failed on the 
first application and succeeded on the second in each case. He seldom “atmocaused ” 
for more than fifteen seconds. It was better to do too little than too much,, and 
on the second occasion they might give twenty seconds with better results. 

Dr. SHert exhibited an improved material for ligaturing the umbilical cord. 


ADJOURNED DiscussION ON THE OBSTETRICAL AND GyN&COLOGICAL REPORTS OF THE 
Rorunpa Hospirat. 

Professor ALFRED SmitTH said that there was little difference between the report 
and those of twelve years ago. Recent reports seemed to have become stereotyped. 
The present report, as a record of work done, was excellent, but he found that, for 
example, in the important subject of eclampsia, it showed no advance on what had 
been long published. They had been encouraged last year to hope for much from 
pubiotomy, but the subject was not mentioned in the report, and there was no 
furtherance of their knowledge as to the use of the operation in cases in which it 
was recommended. It was a most striking fact that the work done in the extern 
and intern departments was practically the same as regards results. Such a fact 
reflected great credit on all concerned, and it was an immense change from olden 
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times, when it was safer to be confined outside a maternity hospital than inside it. 
He thought the morbidity was high in operative cases in which the greatest possible 
care was taken. 

Sir Witt1am Smyty thought it was a very good thing that the report had 
assumed a stereotyped form, as it enabled them to make comparisons, and to note 
advances such as the report showed. In 1886 there were four deaths out of fifteen 
abdominal sections; in the present report there was one out of ten times that 
number: that was a remarkable advance. In rupture of the uterus one thing in 
favour of gauze was that it could be used anywhere. If it only gave as good results 
as abdominal section it would be more useful to general practitioners. In pelvic 
deformities it was difficult to impress on men that they would not succeed in 
extracting a child, no matter what force was used, unless they waited until the head 
had passed the brim: if it would not pass the brim it was not a case for forceps. 
He thought the report was the very best he had seen, both as to the matter it 
contained and the way in which it was brought about. 


Dr. Kipp expressed extreme interest in the account of the treatment of rupture Me 
of the uterus, as he had seen cases in which unfavourable results had followed an ig 
attempt to relieve the patient by abdominal section, and he would be inclined to | 
follow the course adopted by Dr. Tweedy. The case of pernicious vomiting seemed i 
to him to differ very much from the classical symptoms of the condition, as the i 
patient was described as being highly neurasthenic, and having had a fright. There hil 
were 235 abortions in the extern department, and only forty in the intern, although i 
the total numbers attended were practically the same in each department. He 
thought that was due to women staying at home in preference to going to the 
institution. He observed that there were three and a half times more adherent 

_ placentz in the extern than in the intern department. Probably undue efforts were "i 
made to expel the placenta, with the result that the uterus was probably made to | 
contract and incarcerate the placenta, and the student may have rushed to the 4 
conclusion that it was adherent. He thought the morbidity table served to 
emphasise the danger of the introduction of the hand into the cavity of the uterus. 
When internal version was resorted to the mortality increased in accordance with 
the amount of hand and arm introduced. p 

Dr. Spencer SHEILy said he did not think the death in the case of Caesarean 
section could be put down to obstetric shock. It was significant that the dilated 
condition of the uterus preceded rather than followed the general shock. Under the i 
headings of “ Pernicious Vomiting” and “‘Eclampsia” it was mentioned in the report 4 ’ 
that the urine of the patients contained albumen, but there was no mention of the if 
output of urea or ammonia, which is considered to be of importance in diagnosing 
the severity of a case. He (Dr. Sheill) makes a practice of estimating the output of 
urea on the appearance of the first sign or symptom of toxemia, and finds it of 
great value. Also in pernicious vomiting, if the percentage of ammonia reaches eight 
or ten of the total nitrogen excreted, then it is an indication for emptying the 
uterus. 

Dr. Pureroy said he would not at that late hour occupy the time of the Section 

with lengthened remarks on this most excellent report. He wished to point out that 
there was no figure on the cover or in the body of the report indicating the year to 
which it referred. The absence of some tables generally present in former reports, ig 

and useful for purposes of comparison, was to him a cause of regret. In applying a q 

gauze tampon in cases of rupture, he disapproved of the method advised by Dr. 4 

Tweedy. The gauze should be introduced gradually, guided by the fingers of the q 

left hand, using enough to act as a drain, but not so much as to prevent the gradual 


closure of the rent. Dr. M‘Clintock’s paper on rupture of the vagina is well worthy 
of perusal. 
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Dr. Hotes said the carcinoma cases made a remarkable record, and showed how 
fine the technique of the hospital is. 

Dr. Nertt said he was present at the Cesarean section already mentioned. At 
the first look he thought the patient was suffering from the anesthetic more than 
from anything else; but she was a very badly formed woman. He had seen cases 
of rupture in which hysterectomy had been done unsuccessfully, and he had seen 
cases in which plugging was very successful. It was creditable to see eight cases 
of placenta previa without maternal death, but there were many cases of death of 
the child. The tearing of the placenta took away any chance the child might have, 
as it would bleed to death through the placenta. 

Dr. Trevor SmitH said that the patient in the case of Cesarean section was not 
at all a healthy woman, and her death was due, in his opinion, to the anesthetic, but 
not through any fault of the anesthetist. 

Dr. Jeviett said there were very few reports of any hospital of the kind that 
could produce the statistics shown in the tables of eclampsia and Wertheim’s 
operation. They stood out as important proofs of what could be done by careful 
treatment and successful operation. He thought there was nothing so important as 
keeping reports stereotyped for purposes of comparison, though not excluding fresh 
matter. He observed the omission of some tables which were formerly included, 
such as those on prolapse of the cord, post-partum hemorrhage, and the sex of twins. 
In the table of placenta previa there was a case of a central placenta previa which 
was noticeable in that the foetus was born alive, and he would like to know if the 
placenta was perforated, and what its position was. He had not done Lawson Tait’s 
operation, in the exact way described by him, for a very long time. He always 
looked for the levator ani muscle and brought it down. The proportion in which it 
could not be found was very small. 

Tue Master or THE Rotunpa, in reply, said he made it his object to take up 
one or two fresh subjects in each report, and he had dealt with the treatment of 
eclampsia the previous year. His mortality was 11 per cent., as compared with 35 
per cent. twenty years ago. He had not dealt with pubiotomy, as they had not had 
a case during the year. He dealt with it fully last year, when they had five cases. 
He preferred Cesarean section as an easier and safer operation if he got the case in 
time. His indication for performing pubiotomy arose when he was sure he could 
not get a living child save by enlarging the pelvis. Ether was used in the case of 
Cesarean section that died. It was an extraordinary uterus, thin-walled and flabby, 
yet without hemorrhage. The placenta was firmly adherent. Professor Smith was 
surprised that they should have a greater morbidity after the application of forceps 
than in normal delivery. They, however, maintained that the less they interfered 
the smaller the morbidity. In spite of all precautions they could not get as small 
a rate of morbidity as when they left the patient alone, which proved that they had 
not reached the perfection of obstetrical technique. They had estimated the free 
urea and urea in its form of ammonia, but it had not led them to any conclusion. 
Others were working on the subject, and they would be glad to learn from them. 
Without doubt the less experienced a man was the more cases of adherent placenta 
he would meet. He had not seen a table of placenta previa that did not show a 
big infantile mortality, and he had seen none that was better than their own. The 
child was probably dead before they began to turn. It was usually a premature 
child, and he was afraid they would always have a high mortality no matter what 
treatment they adopted. In the central case they went through the placenta. The 
foot was brought through the rent; the child did not bleed to death, as the placental 
hemorrhage was stopped by the leg that was pulled through the hole. 
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History oF Mipwirery 1n Vienna. By Dr. J. Fisher; with a preface by Prof. 
Schauta. Crown 8vo. Pp. 521. Illustrated. Vienna: Franz Deuticke. 1909. 
Price 14 marks. 
Tue Obstetric department of the Vienna School of Medicine is leaving its old abode 
in the Allgemeinen Krankenhause which it has occupied for 120 years and is moving 
into new quarters possessing all modern facilities not only for the care of the sick, 
but also for educational and scientific purposes. We heartily sympathise with our 
Austrian brethren in their patriotic attachment to those venerable buildings from 
which the glory of their school shone brilliantly forth. “The stage upon which,” 
as Freund has said, “the great duel between the Levret or French and the Smellie 
or English teaching was fought.” The ground from which sprang the natural mid- 
wifery of Boer and the imperishable doctrines of Semmelweis, and we agree with 
them that a change so momentous should not have been allowed to pass unnoticed. 
We think, therefore, that the Obstetrical and Gynecological Society of Vienna did 
well in resolving to mark it by publishing at their own expense a history of their 
great school, in some respects the greatest school of obstetrics in the world. 

The work before us is the result of that determination and fully justifies the 
wisdom of the undertaking, and also their choice of Dr. Fischer to carry it out. It 
is somewhat voluminous and contains not only much that will interest all obstetri- 
cians but of necessity a great deal that will appeal to but a few. But so admirably 
is it arranged that the most casual reader can without difficulty find what he wants 
in it. It is divided into five distinct periods of very different length of time, the 
first covering four hundred years, the second thirty-five, the third forty-five, the 
fourth thirty-nine, and the fifth twenty-five. Each of these sections is prefaced by 
a short resumé of the most important features of the period about to be dealt with 
not only as regards the Vienna school itself, but also as to the state of obstetric 
knowledge in general. This is followed by the history, chiefly biographical, of the 
school during the period. Then by a review of its literature. Then a description of 
the educational arrangements and hospital discipline, and lastly, the regulation of 
midwives. Appendices of varying interest occupy the last hundred pages of the 
work, which is profusely illustrated with portraits of the most important obstetricians 
and plans of the old and new hospitals. 

During the first period, from the foundation of the University in 1365 to the 
establishment of the first chair of obstetrics in 1754, neither scientific midwifery nor 
a special school of obstetrics existed in Vienna. But towards its close a solid 
foundation of our art was laid by Levret and Puzos in France, by Deventer in 
Holland, and by William Hunter, John Lake, and Smellie in England. 

Germany and Austria appear to have lagged behind, and the first advance in the 
Vienna school was due to the Empress Maria Theresa who imported Van Swieten 
from Leyden. He was a great organiser and amongst other important changes which 
he effected in the University was the establishment in 1754 of a chair of obstetrics 
with Crantz as the first professor. 

The third period, which begins with the opening of the first Maternity Hospital 
in 1789, is especially instructive in the histcry of obstetrics, for, as our author points 
out in his prefatory remarks, that so long as there were no male obstetricians and so 
long as female attendants confined their assistance to the extrusion of the foetus a 
larger number of infants perished than is the case at present yet the number of 
mothers who had to sacrifice their lives was relatively smaller. Puerperal fever, as 
is still the case with savage peoples, occurred with extreme rarity. But with the 
introduction of internal examinations and manipulations that horrid spectre arose. 
Obstetric science neutralised a part of this loss by an increasing knowledge of many 
abnormalities and especially by the introduction of podalic version by which a number 
of maternal and fcetal lives were saved. But the more the practice of midwifery by 
male obstetricians gained ground, whilst those who engaged in it knew nothing of 
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the normal process nor showed any desire to become acquainted with the ways and 
means by which nature proceeds in accomplishing her ends, the more lives were 
sacrificed to artificial, incorrect, and yet widely diffused doctrines. At that time 
every labour which exceeded six to eight hours, every vertex presentation which did 
not enter the pelvis with the face looking backwards, every breech, and every 
abnormal presentation was an occasion for the introduction of the hand; and if 
version failed then the entire armamentarium of blunt and sharp instruments was 
mercilessly brought into action. Not much was under these circumstances left to the 
natural process, excepting those cases in which the patient was fortunate enough to 
deliver herself before the doctor and midwife were in a position to interfere. It was 
at this time that Boer by precept and example, in the lecture room and at the 
bedside, strove with determination and conviction to restore to nature her rightful 
position. To learn from her laws instead of striving to dictate and overcome them 
was the doctrine which he strove, and successfully strove, to establish. Next to 
Semmelweis, Boer is the greatest obstetrical reformer in this history and, like 
Semmelweis, he was a martyr. 

Dr. Fischer is most successful in placing his heroes before his readers as living 
personalities for he not only tells what they did and said, but also recalls their 
manners and appearance as figured and described by contemporaries. Boogers, the 
Falconer’s son, must have had a peculiar personal charm which gained him many 
powerful friends. Siebold, the famous surgeon, met him when hunting and per- 
suaded him to study medicine under him at Wurzburg. At Marzbach, where he 
commenced practice, he became the protege of the bishop, who sent him at his own 
expense to study at Vienna. When in charge of the Foundling Hospital and Orphan- 
age there, he attracted the attention of the Emperor Joseph, who sent him to study 
at all the famous schools of Europe. It was the emperor who changed his name to 
Boer, rightly considering that the name of Boogers would be a disadvantage to him. 
On this journey, which occupied two and a half years, he visited Brussels, Paris, 
London, Edinburgh and Dublin, remaining ten weeks in the latter city, returning 
through southern France and Italy. The knowledge gained during that time is thus 
epitomised by a friend. In France he learned what art, in England what nature could 
do. It was, however, what he learned of the latter that made him the great reformer 
of the obstetric art; and, as J. F. Osiander said of him in jest, “in all things 
pertaining to obstetrics the English are oracles to Boer.” Shortly afer his return to 
Vienna he was appointed Extraordinary Professor and Surgeon in ordinary to the 
Emperor. But just when success appeared to be certain a terrible calamity fell upon 
him which ruined all hope of private practice and cast a gloom over the rest of his 
life. The Archduchess Elizabeth, wife of the future Emperor, who was attended by 
Boer, died of hemorrhage after her confinement. Being in consequence of this 
completely shut out from all hope of private practice he devoted all his energies to 
hospital and literary work, and with such success that he attracted to Vienna large 
numbers of students from distant lands, and many foreign societies elected him an 
honorary member. But in spite of this the jealousy of his professional brethren at 
home stirred up so much enmity against him, and continued to bring against him such 
terrible charges, that at last a commission of inquiry was instituted, the result of 
which was that he was dismissed from his professorship and replaced by Klein, a 
man so incompetent that, although he was for thirty-four years connected with the 
largest maternity hospital in Europe, he added nothing to our knowledge of mid- 
wifery and is now remembered only as the infamous persecutor of his great 
assistant, Semmelweis. 

The fourth period will be ever memorable as that in which Semmelweis made his 
great discovery of the cause of and methods of preventing puerperal fever, but we 
have not space nor is it necessary here to consider the well-known history of that 
great man, nor need we dwell upon those who followed him. But those who will read 
their biographies in this work will find ample matter for reflection and instruction. 

W.J.S. 
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